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Now! MICROSCOPY with 
BAUSCH & LOME 


MICROSCOPES 


A quick setting of the coarse adjus'- 
erated with the hands at rest on the 
table. Fine adjustment is controlied 
by a knob only three inches above 
the table top; critical focus is more 
quickly, more easily achieved, with 
the operator completely relaxed. The 
hand moves easily from fine adjust- 
racat to mechacical stage knobs. 


Comfort and convenience have in- 
‘wenced Dynopric design through- 
out—providing the fatigue-free op- 
eration vecessary for more thorough 
_exsminatioasover prolonged periods 
—essuring full benefit of the finest 
ladorutory microscope ever made. 


WRITE for a free demonstration and 
complete catalog literature. Bausch 
& Lomb Optical Company, 7g2.43 
St. Paul Street, Rochester 2, N. Y. 


| WORLD'S FINEST, LABORATORY MICROSCOPES 
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and crystalline pemicillin: 


: Ordering combined soluble and repository penicillin 
is now more convenient than ever—all you need do is ask for S-R. 
<3 You'll get the well-established preparation you already know. 
‘ig And for the additional coverage forded by dihydrostreptomycin, 
f what simpler way of ordering than by asking for S-R-D? 
| S-R and S-R-D are easy to remember, easy to order, 
, easy to use, and give you practical advantages: 


easier to prepare — and to inject - complete absorption with minimal pain - Drain-Free Vials to prevent wastage 


packaging 

S-R: Supplied rubber-diaphragm-capped ond cin sulfate equivalent 
vials containing 400,000 units, 2,000,000 reptemypen base 

units, and 4,000,000 units each. Dilution as When 2.2 cc. of diluent is added, AS pro. 
directed yields a l-cc. single<lose; a 5-cc. vides sufficient material to permit with- 
five-dose; or a 10-cc. ten suspension, drawal of 2 cc. from the vial for a single- 
each cubic centimeter of which contains dose injection. 

300,000 units of crystalline procaine peni- 
cillin-G and 100,000 units of buffered s- 
talline sodium penicillin-Q. SR is sa supplied 
a ividual cartons and packages ten 


S-R-D, % Gm.: Each vial contains 300,000 

units of procaine —J y+ 100,000 units 

of buffered crystalline sodium penicillinG, 
and sufficient Nine dihydrostrepto- 
ikidress sulfate to represent % Gm. of 

S-R-D, 1 Gm.: Each vial contains 300,000 iomycin base. When 1.5 cc. 

units of icillin-G, 100,000 units . this produces 

of buffered sodium penicillin-G, rial for injection 
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which child was given 
immune serum globulin 
to modify measles? 


The use of Immune Serum Globulin—Cutter 
to modify measles minimizes the occurrence of 
such complications as ctitis media, broncho- 
pne i toiditis, meningitis, 
encephalitis, etc. And there is ample clinical 
evidence that a sound, natural immunity 
follows modified measles.* 


Immune Serum Globulin—Cutter is 
concentrated gamma globulin obtained from 
freshly pooled adult venous blood. Each 2 cc. 

vial contains the antibody equivalent of 40 cc. 
of normal serum, permitting adjustable low 
desage. With this crystal-clear, hemolysis- 
free Globulin, undesirable reactions 

are not likely to occur. 


Write for comprehensive wall chart 
showing course of typical measles. 


CUTTER LABORATORIES - Berkeley, California 

* References 

For measles modification and prevention . . . specify 1. Stokes, J.. Maria, E. P., 
and Gellis, 8. The 
Use of Concentrated 
Normal Human Serum 
Globulin (Human 
mune Serum Globulin) 
tm the Prophwlasis and 
Treatment of Measles. 
J. Clin, Un peat, £3 531-540, 1944. 


TER 2. Kare! (2, 8., Dore 
Modipiet Measles Resuli 
in Last og Immunity! 


Jour. Pediat. 46:697, June 1950. 


Fractionated &. Ger of 
Entirely from Human Venous Blood 
Large Pools of Adult 
Bleed Plaswa in Certain 
Infectious 
Ann, int, Med., 265454, 1947, 
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tinea capitis 
“More effective in ringworm 
of the scalp than any other 
topical agent.” 


tinea pedis 
In “athlete’s foot” a 
combined cured and improved 
rate of 95% has been obtained.’ 


Also indicated in 
tinea corporis 
tinea cruris 
tinea versicolor 
tinea of the nails 


’ 
apreyed, applied with or dusted "Roche 


1. Stritaler, C.; Fishman, I. M., and Laurens, S.: 
Transactions New York Acad. Se., 13:81, Nov., 1950. 


HOFFMANN-LA ROCHE INC + ROCHE PARK + NUTLEY 10+>NEW JERSEY 
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Heterophile Antiwody Tests 


Detection of Infectious Mononucleosis 
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CERTIFIED 
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Differing from the ordinary ground-glass hypodermic 
syringe, the barrel of the new B-D DY NAFIT® SYRINGE is 
molded to fit its plunger, not ground. This means: 


1. LESS FRICTION between plunger and barrel. 

2. LESS EROSION because the intact “skin” of 

the glass barrel protects it during cleansing and sterilizing. 
* 3. LESS BREAKAGE because the glass has not 

been weakened by grinding. 


Less friction, less erosion, and less breakage mean 
longer life . . . and lower cost-in-use. 


You'll notice the difference the first time you use a 

B-D DYNAFIT SYRINGE. The finely-ground plunger slides 
smoothly along the unground inner surface of the barrel. 

And it will continue to do so because the DYNAFIT 

virtually never wears out. 


See the new B-D DYNAFIT SYRINGE at your dealer’s. 
Available in 2 ce., 5 ce., and 10 ec. sizes with Luer-Lok® tip. 


8-0, DYNAFIT, and LUER-LOK Trodemorks Reg. U.S. Pot. Of. 


Becton, Dickinson AND ComPANY, RUTHERFORD, N. J. 
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like know... 


what is a 


NUTRITIONAL TIME BOMB ?” 


“Nutritional Time Bomb” is science’s dramatic name for an equally 
dramatic discovery about diet . . . the discovery that injuries caused 
by mistakes in diet may not reveal themselves until years later. 

Like actual time bombs, these injuries remain hidden and unrecog- 
nized, exploding into symptoms when it is too late to do anything 
about them. Thus, the dietary wrongs of childhood may be visited 
upon the adult. 

Such scourges of later life as tooth decay, goiter, high blood 
pressure, heart disease, anemia and hardening of the arteries are not 
necessarily caused by present diet faults. They may be the delayed 
effects of earlier injury, where a dietary deficiency has existed too long. 

A sound child body —the foundation of a sound adult body — 
must be built from the food that goes into it. The true effect of a 
mother's care during childhood has only begun to be understood. 
And, since eating habits are formed in childhood, the conscientious 
parent can do much to insure the child against later penalties of 
wrong eating. 

The protective foods should be used generously in the daily diet. 
Important among these are bananas—long prescribed by doctors as 
one of the first solid foods for infants. Bananas have a well-rounded 
supply of vitamins and minerals, and are distinctly beneficent in 
their action upon the digestive tract. Because of the many appetizing 
ways in which bananas can be served, as well as because of their 
nutritional value, they are now being more widely used than ever. 


FOR HEALTH, EAT AND ENJOY A PLENTIFUL VARIETY OF THE “RIGHT” FOODS 
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essential to our 
nations 


To meet tomorrows cnatlenge 


hasizes the 


Research on teen-agers e 
calcium intake 


importance of an 
for growing young ae 

One quart of milk aily during child- 
hood — particularly when supplemented 
with vitamin D to insure maximum ab- 

sorption and utilization 

of calcium— provides 

for mers storage of this 

mineral prior to the rapid 

growth period of ado- 

lescence.! The recom- 

mendation has been 

made that, during this 

period of accelerated 

growth, the daily milk intake of rapidly 

prowing boys be increased to one and one- 

f quarts? Not all of this needs to be in 

the form of fluid milk —cheese or ice cream 

may be substituted for equivalent amounts 
of milk as a rich source of calcium. 

Boys and girls need ample supplies of a// 
nutrients to meet demands for growth and 
activity. In addition to providing calcium 
for sturdy bones, milk supplies high-qual- 
ity protein for growth of muscles and other 
tissues. In amounts recommended, dairy 
foods—milk, butter, cheese, ice cream— 
also make substantial contributions to 
the energy value of the diet, and to the 


supplies of riboflavin, | 
vitamin A, thiamine, 
phosphorus, magne- 
sium, and other essential 
nutrients. 

Milk and milk prod- 
ucts, as parts of an ad- 
equate diet for our 
youngsters, represent an investment in 
good health, strength, and morale for our 
country. 
1. Stearns, G. Human of 

, magnesium. Med. Assn. 478 

(Feb.) 1950. 
2. Smith, J. M. Calcium needs of teen-age boys. 
Nutrition News, (April), 1947. 


The nce of this seal indicates that @ttN@, 
all nutritionstatements in this advertise- 
ment have been found acceptable by the 5 . 
Council on Foods and Nutrition ofthe = ; 
American Medical Association. 


ni DAIRY COUNCIL 
111.N. Canal Street, Chicago 6, Iilinois 


nization, , has been devoted to nutrition } 
organs to extend the use of dairy products. 


* 
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dressing 


burns « abrasions « athletic injuries 
circumcisions + carbuncles + leg ulcers 
plastic surgery - many other traumatic 
or surgical wounds 


pack 

abdominal incisions + hemorrhoidectomy 
compound fractures osteomye'itis 
arthrotomy + sucking chest wounds 
pilonidal cysts + many other indications 
for non-adherent packing 


fig. 


drain following 


appendectomy * tenosynovitis 

forearm incision + closed chest drainage 
intra-abdominal abscess + cholecystectomy 
auxiliary to closed-tube drainage 

many other incisions and discharging wounds 


TWO SIZES: each six envelopes to the carton - Vaseline — 
UNIT ENVELOPE — one 3”x36” dressing 
DUPLEX ENVELOPE —two 3x18” dressings Petrodatuan Gauje 
Available through your regular source of supply 


CHESEBROUGH MFG. CO., CONS’D 
Professional see ON RE 
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RELIABLE ADVERTISEMENTS 


“push-button” 


—a revoiutionary unit which electromatically governs STERI- 
LIZING-—-EXHAUSTING—DRYING phases by simultoneous set- 
ting of 3 simple dial buttons . . . thus relieving operator for other 
duties during the entire period of the sterilizing cycle. 


Additional highlights — 

Permits greater load ovtput 
Permits duplication of any required performance with accurate, split- 
tions of “American” cylindrical precision 
and rectangular Surgico! Supply 
Sterilizers, Milk Formula Steri- > Operates manvally in event of electric power failure 


lizer-Disinfectors and Steom GU Permits usual function of recording thermometer. 

Jocketed Laboratory Autocloves 

—~RECESSED OR OPFN WRITE TODAY for detoiled intormetion : 
MOUNTED now equipped with AMERICAN STERILIZER COMPANY | 
Top Operating Valve. Erie, Pennsyt 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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Dacro P-38 puts dairies a jump s:.ad in a 
number of ways. It provides cezupieve protection 
from dairy to home. Housewives really like its 
convenience. And, the Dacro capping system 
gives the dairy operator many important Savings 
. ..a more profitable operation. 


acro P-38 


Forms an air-tight seal 
Completely covers the pouring lip 
Lessens the danger of seepage 
Easy to remove 

Makes a perfect re-seal 


CROWN CORK & SEAL COMPANY 
DACRO DIVISION. @ BALTIMORE 3, MD. 
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RELIABLE ADVERTISEMENTS 


YOU are the best judge, so 


BELIEVE 
YOURSELF! 


With so many claims made in cigarette advertising, 
most people prefer to judge for themselves. 
So, won't you make this simple test? 


Take a Pump Morris —and any other cigarette. Then, 


Light up either one. Take a puff—don’t 
1. inhale — and s-l-o-w-l-y let the smoke 
come through your nose. 


9 Now do exactly the same thing with the 
e other cigarette. 


Notice that Pamir Morrts 
is definitely less irritating, definitely milder. 


Then, BELIEVE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd. Ine. 
100 Park Avenue, New York 17, N. Y. 
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'SYCCO) Certified 


Cardiolipin Antigens for Serodiagnosis of Syphilis. 


SYLVANA now offers a complete range of Cardiolipin-Lecithin-Cholesterol 
antigens, especially those individually sponsored by recognized author-serologists. On re- 
quest we can supply any formulation of Cardiolipin-Lecithin-Cholesterol to suit the needs 


of any particular laboratory or investigator. 


Cardiolipin (SYLVANA) is manufactured under the Pangborn patent. All 
stock solutions of Cardiolipin and Lecithin are approved by the Division of Laboratories 
and Research of the New York State Department of Health. 


Hinton Cardiolipin Indicator Mazzini Cardiolipin Antigen 
Kolmer Cardiolipin Antigen Rein-Bossak Cardiolipin Antigen 
The above completed antigens are certified by the respective author-serologists. 

The following antigens are checked against a standard from the respective laboratories: 


YDRL Antigen for slide and tube flocculation tests and spinal fluid test as 


standardized for use according to the technics developed by the Venereal Disease Research 


Laboratory of the U. S. Public Health Service. 
(Manual of Serologic Tests for Syphilis, Supplement No. 22 to J. Ven. Dis. Inform., 1949.) 


Cardiolipin Antigen for Microflocculation Test prepared according to stand- 
ard formulation of the U. S. Army Medical Service Graduate School. 
(J. F. Keat, et al., Bull. U. S. Army Med. Dept., 8:247-250, 1948.) 


Cardiolipin Antigen for Complement-fixation Tests prepared according to 
standard formulation of the U. S. Army Medical Service Graduate School and as used for 


the New York State Complement-fixation Test. 


(J. F. Kent, et al., U. S. Army Med. Dept., 8:284-293, 1948. A. B. Wadsworth, Standard Methods, 
361-455, Third Edition, Williams & Wilkins.) 


specify Sylvana 


Sylvana | Chemical Company, 407 So. Jefferson St., Orange, N. J. 
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RELIARLE ADVERTISEMENTS 


PYREX’ 
LABORATORY 
WARE 


FOR EXACTING ASSAYS... The PYREX 
Pressed Petri Dish is heavily constructed 
with the inner bottom being held to very 
close fictness tolerances for the most 
accurate biological assay. 


stays crystal clear — even after repeated sterilization 


When your work calls for rapid, repeated 
sterilization of equipment, you'll find PYREX 
Brand Laboratory Glassware ideal. Excep- 
tionally resistant to corrosion, PYREX lab- 
oratory ware can be sterilized, wet or dry, 
time-after-time without clouding. And it 
permits quicker stcrilization becanse of its 
ability to withstand rapid temperature change. 

What's more, its heavy construction assures 


FOR ANAEROBIC STUDIES .. . The 
PYREX Brand Bray Anaerobic Culture 
dish forms a simple airtight unit. Designed 
for growing strict anaerobes; ciso or- 
ganisms requiring reduced oxygen tension 
or increased carbon dioxide tension. 


increased mechanical strength which means 
longer life, less breakage and lower replace- 
ment costs. Chemically stable and designed 
for utility, PYREX laboratory ware includes 
itemas for virtually every laboratory need. 
Illustrated here are three typical examples of 
this complete line, all stocked by your labo- 
ratory supply dealer. Call him today. 


FOR HANDY ECONOMICAL STGRAGE 
«++ The PYREX All-Purpose Storage Dish 
is a convenient, versatile unit with many 
applications. High physical, thermal, 
chemical resistance ossures long life. 


CORNING GLASS WORKS CORNING, N. Y. 
Corning meant research 


VISIT THE NEW CORNING GLASS CENTER @ 
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Size 1 Model SBV 


Size 2 Model V 


Two New Centrifuge Models 


e- proven features found in their predecessors 


- the Size 1 Type SB and Size 2 machine 


T= New International Size 1 Model SBV and Size 2 Model V Centrifuges embody the m 
tim 


— and in addition incorporate important engineering improvements. A transformer- 


controller replaces the resistance rheostat heretofore used and 


the Centrifuges are no 


to you mounted on a permanently attached sub-base equipped with casters. 


Speed Controller 


Stepless, uniform speed control throughout 
the entire range is achieved and troublesome 
heating of — and heat radiation from — the 
controller is eliminated. Controller and two- 
hour automatic timer are mounted in an at- 
tractive enclosing cabinet conveniently lo- 
cated on the side of the Centrifuge steel guard. 


Sub-Base Mounting 
No assembly of any kind is necessary. No 
separate portable stand to bother with. 


Simply uncrate the completely assembled 
unit, wheel it to the electric outlet and plug 


vibration and prevent their transmission to th 
floor of the laboratory. 


Accessories 

All interchangeable heads, shields, cups, 
and attachments listed for the discontinued 
SB and Size 2 machines fit the new models. 
Thus the Model SBV and Model 2V offer the 
same versatility and adaptability to your re- 
quirements. Send today for descriptive Bulle- 
tins V-] and V-2 containing com details. 


1284 SOLDIERS FIELD ROAD, BOSTON 35, MASS. 
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A SINGLE APPLICATION USUALLY SUFFICES IN 


SCABIES AND PEDICULOSIS 


The dependable efficacy of Kwell Lotion as a scabicide 
and pediculicide makes possible, in most patients, com- 
plete eradication of either scabies or pediculosis by means 
of a single application. Kwell Lotion is non-irritant and 
does not lead to secondary dermatitis or skin irritation, 
even when applied to the skin of children or in the pres- 
ence of secondary infection. 
Kwell Lotion contains one per cent gamma benzene 
hexachloride incorporated in a water-miscible, greaseless 


and stainless lotion vehicle. Pleasant!y scented, it offers 


artarcanitsaataags the utmost in convenience and patient acceptability. 
Available in 2 ounce and 1 pint bottles on prescription’ 


at all pharmacies. 


KWELL OINTMENT CSC 


Kwell Ointment offers the therapeutic virtues A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 CAST 42° STREET, NEW YORK 17, WY. 


of Kwell Lotion in a pleasantly scented vanish- 
ing cream base. It is useful especially in the 
treatment of scabies in younger children where 
ged skin contact must be maintained. 
Supplied in 2 ounce and 1 Ib. jars. 
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. . . When fountain and restaurant men 

learn that sanitation is good business. Le 

As you make that fact known, Se 

more and more food operators will cooperate ee 

in the enforcement of public health ordinances. 

Lily* has proved that sanitary paper service is good business. For one thing, 
a recent survey in nine cities by Fact Finders Associates proved that most people 
in public places prefer to be served in paper. And it’s always good business 

to give people what they want. 

Lily is good business in economy, too. Versatile Lily cups and dishes 

cut dishwashing to a minimum . . . slash costs of hot water, 

detergents, sanitizing and labor. Fewer people give better service, 

helping restaurants and fountains weather the help shortage. 

Where these facts are known, sanitation ordinances almost enforce themselves! 
So why not tell the sanitary paper service story 

wherever food and drinks are served? 


LILY-TULIP CUP CORPORATION & 


122 East 42nd Street * New York 17, N. Y. 
Chicago * Konses City * Los Angeles * San Francisco * Seattle * Teronte, Canada 


*T.M. Reg. U.S. Pat. Off. 
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you don't see 


IM W&T CHLORINATORS, TOO! 


When you look at a single W&T Chlor- 
inator you can’t see the basic research, the 
complete line of equipment, and the service 
that are behind it. 


For instance, the engineer, the plant 
operator and the taxpayer all benefit from 
W&T’s complete line of equipment. In the 
selection of equipment for a water supply — 
large or small — the engineer can always find 
a W&T Chlorinator to fit all requirements. 
The plant operato: knows that this complete 
line can provide a W&T Chlorinator designed 
to help him provide safe water wiv. iis par- 
ticular plant layout. The taxpayer is assured 
that money spent for W&T Equipment fitted 
to the present as well as the future needs of 
his community will provide long range 
economy. 


These advantages of W&T’s wide selec- 
tion of equipment are probably one reason so 
many people use W&T Chlorinators. 


WALLACE & TIERNAN 


COMPANY, INC. 
CHLORINE AND CHEMICAL CONTHOL EQUIPMENT 
S-70 WEWARK |, WEW JERSEY cores 
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American Journal of Public Health 


and THE NATION’S HEALTH 


January, 1952 


Public Health for an Expanding 
Population 
HONORABLE EARL WARREN 


Governor of the State of California, Sacramento, Calif. 


OU honor us greatly by holding this 
important convention in our state. 

Your presence gives us a feeling of 
well-being that we do not always have 
when struggling with some of the major 
problems of public health. 

The fact that you gather here from 
every nook and corner of the states of 
the Union gives us visual evidence that 
not only are there earnest men and 
women who are attacking local health 
problems everywhere, but also that the 
problem of the health of 150 million 
Americans is being viewed in perspective 
and approached as the nation-wide prob- 
lem it is. 

There is no more important problem 
in the life of the nation than the health 
of its people. The fact that progress 
has been made on many fronts, and 
that life has been extended in recent 
years, furnishes no reason for relaxation. 
On the contrary, these advances bring 
in their wake other problems of equal 
importance-— problems of congestion, 
chronic disease, and other problems of 
the aging. 


* Presented before the First General Session of the 
American Public Health Association at the Seventy- 
ninth Annual Meeting in San Francisco, Calif., October 
30, 1951. 

+t The John J. Sippy Memorial Lecture. 


There is so much to be done; so much 
to be achieved that it is thrilling to con- 
template the possibilities. When the 
health professions, government, and the 
citizenry grasp the true significance of 
a healthy America, and join hands 
enthusiastically in achieving it, barriers 
will be knocked down and we will make 
progress rapidly on all fronts, rather 
than piecemeal as we are too often re- 
quired to do at present. 

Now we must explore our horizor >; 
some old, some new. 

But the fact that the health profes- 
sions and government are here together, 
making common cause must be stimulat- 
ing to everyone in this great gathering. 
It certainly is to me. 

To contemplate the possibilities for 
good in this world by an America whose 
people’ everywhere are healthy in body 
and mind must stir both the imagination 
and the enthusiasm of every thoughtful 
American. 

Your Association is the precursor of 
such a day for America. For 79 years 
you have pioneered this field. You have 
supplied the leadership. You have 
fought the battles against ignorance, in- 
tolerance, and indifference. You have 
kept the faith. Today you are a great 
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national force for the v.ell-being of our 
people. 

More than that. Since the United 
Nations was born in this very room six 
years ago and has made the health of 
the world one of its major objectives 
your Association has become an organi- 
zation of world-wide significance. 

This annual meeting of your Associa- 
tion is being held in the city where public 
health had its start in California. That 
was only a little over a hundred years 
ago. Our state, as a matter of fact, is 
little older than the American Public 
Health Association itself. San Fran- 
cisco, in 1850, the year of California’s 
admission to the Union, was a straggling 
settlement scattered over the sandy 
wastes and hills overlooking the Bay. It 
was the year of the awful cholera epi- 
demic that killed a sixth of the popula- 
tion of Sacramento. In January of that 
year, a 75 ton schooner, storm-tossed 
and weather-beaten, brought to San 
Francisco a 42 year old graduate of the 
Medical College of South Carolina, Dr. 
Thomas Muldrup Logan. Soon after 
he had stepped ashore, Dr. Logan be- 
came physician for the Stranger’s 
Friend Society. He became our pioneer 
in public health. In 1870, he was to 
help organize our State Board of Health 
—the second such board in the United 
States. He also reorganized the Cali- 
fornia Medical Society and was its pres- 
ident in 1870. 

In the short space of a century, from 
a very humble beginning San Francisco 
has become one of the medical centers 
of the world. It is the home of the 
University of California and Stanford 
medical schools, and within our uni- 
versity we have the Hooper Foundation 
for Medical Research, which tonight is 
being given special recognition through 
an award to its distinguished leader, Dr. 
Karl F. Meyer. This city also has many 
hospital and research organizations. 
Thus in a brief hundred years, San 
Francisco and our state have come a 
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long way in providing for the health of 
their people. 

The Gold Rush of ’49, which brought 
Dr. Thomas Logan and 90,000 others to 
California in a single year, catapulted 
our state into full partnership in the 
Union without the usual territorial pro- 
bationary period. The first people came 
for gold, but they found many other 
reasons for sending word back that here 
indeed was a Promised Land. Other hun- 
dreds of thousands followed as fast as 
ox teams and sailing vessels could bring 
them. The tempo of the westward mi- 
gration passed into its modern phase 
when a railroad was driven through the 
forbidding mountains of the Sierra 
Nevada in 1869, and it has never de- 
creased. 

As a matter of fact, the growth that 
has taken place on these western shores, 
particularly since the turn of the cen- 
tury, does not have a parallel in the 
history of the human race. It reached 
its climax during the past eleven years, 
during which four million souls were 
added to our population, bringing the 
total now to eleven million and making 
California the second largest state in 
the Union. Four million people are 
approximately equal to the total number 
in the great State of New Jersey. Only 
eight states, including California itself, 
have more people in them than the four 
million by which our population has 
grown in little more than a decade. 

Lest you begin to think that I am 
delivering a Chamber of Commerce 
speech, I want to say that I have used 
these figures for the sole purpose of 
pointing up the responsibility which has 
faced government in our state in con- 
nection with public health. It is not 
possible to have this kind of growth 
without experiencing major problems. 
Ours have assumed major proportions 
in many respects and we have worked 
diligently to overcome the indifference 
which prevailed concerning problems of 
public health until a very few years ago. 
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The responsibility for leadership which 
any progressive state should accept and 
carry out had not been met prior to 
World War II. We had a‘ number of 
fine local health departments, it is true, 
including the one in San Joaquin 
County under Dr. John J. Sippy, whose 
memory we honor in this meeting to- 
night; but a comprehensive, coérdinated 
program was lacking for the quite simple 
reason that we had never developed a 
virile state health department. Appro- 
priations were miserly. As recently as 
20 years ago, our state budgeted only 
$1,025,000 for public health services 
~—and half of that small amount repre- 
sented subsidies to tuberculosis sanitaria 
and expenditures for mosquito control. 

A budget is not the most important 
criterion of a good public health pro- 
gram, of course, and I do not point to 
our state’s $18,400,000 public health ap- 
propriation this year—including $11,- 
000,000 for local assistance programs— 
for that reason. But neither can we 
do without it, and I cite our experience 
to show that there is new interest in 
public health programs. It is only in 
the prevention and alleviation of human 
suffering that the true value of a pro- 
gram such as we now have in California 
can be found. It is to be found in the 
prevention of acute communicable dis- 
eases; in the help given to children 
afflicted with cerebral palsy and rheu- 
matic fever; in the early finding and 
better care of the tuberculous; in safe- 
guarding the population from malaria 
and encephalitis; in reducing the toll 
of venereal disease; in helping communi- 
ties to build more hospitals; in safe- 
guarding the purity of our water and 
food supplies; ia establishing uniform 
standards of health services throughout 
the commonwealth; and in training more 
people for more effective public health 
work in more communities. 

In expanding the public health de- 
partment in this state, we have not 
attempted or wanted to create a super- 


Pusiic HEALTH FOR THE NATION 3 


bureaucracy. We have tried to 
follow the wise example of other and 
older states—and the counsel of the 
American Public Health Association—by 
efiectuating our program through the 
local health departments. The state de- 
partment stimulates and codrdinates, 
giving direct service only where state- 
wide administration is necessary. The 
local departments deal directly with the 
people. 

This basic policy is administered 
under the terms of our State Public 
Health Assistance Act, which provides 
financial assistance to the organized local 
health departments and which brought 
into being the California Conference of 
Local Health Officers. The Conference 
establishes the standards that all local 
health departments must meet in order 
to qualify for the state subsidy. These 
standards assure not only that each 
local health department will offer basic 
public health services, but also that its 
nurses, sanitarians, laboratory tech- 
nicians, and other professional personnel 
possess high qualifications of training 
and experience for their work. Our 
graduated subsidy expresses and im- 
plements the mutual interest of all the 
people of California in public health in 
every part of the state. It recognizes 
the fact that health is the most im- 
portant thing in life. 

I do not believe there is any finer ex- 
ample of a_ successful governmental 
relationship than that which exists be- 
tween our State Department of Public 
Health and the local health departments. 
The California Conference of Local 
Health Officers, which is a formal part 
of our governmental structure, has been 
a vital factor in the development of this 
relationship. 

Another essential element has been 
the work of the man who has headed 
our State Department of Public Health 
for nearly nine years. Dr. Halverson 
has been a servant of the people in the 
finest sense of the word. He is one of 
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the most valuable citizens of California. 
His contributions to public health 
administration have been shared by the 
nation through his chairmanship of your 
Association’s Committee on Administia- 
tive Practice. They have been made 
available to the world through his par- 
ticipation in the First Assembly of the 
World Health Organization, and again 
to our state, the nation, and the world 
through the work he is doing at the 
present time for the U. S. Public Health 
Service in Latin America. 

The success which has been achieved 
in so many parts of our country, and 
which in a large measure has been stim- 
ulated by the American Public Health 
Association, represents tremendous prog- 
ress on behalf of the health of the 
American people. There still are other 
frontiers, however, that challenge the 
best in everyone who is determined to 
establish health of body and mind as the 
inalienable right of every citizen. 

One of these frontiers of public health 
is the problem of making adequate 
medical care available to all who need 
it. As far as facilities are concerned, 
much has been accomplished in the 
United States under the Hill-Burton 
Hospital Construction Act—a program 
that in California has enabled us through 
federal and state subsidies to help the 
local communities in building 47 new 
hospitals and 10 health centers. This is a 
good start but there is much more to be 
done. The American people still, how- 
ever, are confronted with the basic prob- 
lem of bringing good medical care within 
the financial reach of every citizen. 

It seems to me that our special con- 
cern must be for those who are in the 
average and lower income brackets. 
The well-to-do can pay for good medical 
care. The indigent receives it from the 
public and from the charitable work of 
the doctors. But the self-reliant work- 
man who contributes so much to build- 
ing our country and whose greatest 
ambition and hope is to raise a good 
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American family cannot bear the finan- 
cial catastrophe of serious illness. This 
is our present-day weakness. It is not 
sufficient to say that America has de- 
veloped the finest medical care in the 
world, even though it is true. We 
must find a way to make it accessible to 
our people! 

In my own state, I have advocated a 
program of prepaid medical care as a 
possible solution. The proposal has 
been called socialized medicine by some 
who are opposed tv it, and even has been 
given the ugly name of communism by 
others. It is neither. Nor is it statism 
as practised in Germany, or socialism as 
practised in England. I am _ not 
enamored of the medical system in vogue 
in any other country. I have never 
been and am not now in favor of 
socialized medicine. I do not believe in 
socialism. But I do believe in social 
progress, which has been the hallmark 
and the glory of the American nation 
from the beginning. I am convinced 
that we will enter upon a new era of 
progress in the cause of health when we 
make it possible for every one of our 
people to protect himself and his family 
from the economic disaster of back- 
breaking hospital and medical bills. I 
believe it is the responsibility of the 
states to undertake to help doctors, hos- 
pitals, and the public they serve in the 
solution of what, up to the present time, 
has been an insoluble problem. 

I have never claimed that my pro- 
posal is the only solution. I have never 
said it was the best. I have merely said 
that it is my proposal until someone 
offers a better one. I am convinced that 
our system is resilient enough to pro- 
duce the desired result within the gov- 
ernmental, economic, and professional 
concepts of all people who are sincerely 
interested in the problem. It would be 
foolish, indeed, if we were to fall out 
as to the means. It would be short- 
sighted and a disservice to the future 
of America if we were to indulge in 
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rancor instead of approaching the prob- 
lem in the spirit of doing whatever is 
necessary to build up our greatest re- 
source—the health of our people. 

It is encouraging to know that the 
American Public Health Association, in 
its consideration of the problem, has 
placed emphasis upon the necessity for 
a high quality of medical care and par- 
ticularly upon preventive medicine. An 
emphasis upon preventive medicine is 
the essential element also in the second 
frontier on the public health scene in 
America. I mean the one that has to 
do with chronic diseases and the health 
of our older people. The outstanding 
present characteristic of the population 
of the United States is the rate at which 
the average age is going up, as indicated 
by the fact that 8 per cent of the total 
number of people in America today are 
over 65 years old, in contrast with 4 
per cent at the time your Association 
was founded 79 years ago. 

The public health profession and all 
those who codperate with it are entitled 
to take a great deal of pride in what has 
been accomplished in the control of 
communicable disease and in reducing 
infant and maternal mortality. The 
very fact, however, that so much has 
been done by science to extend the life 
span from 50 years at the turn of the 
century to 70 years today has brought 
forward a new problem—-the burden of 
chronic disease. 

We have only recently begun to take 
cognizance of the toll of chronic dis- 
eases and the fact that they cause two- 
thirds of all deaths in the United States 
today and the loss of a billion man-days 
of productivity every year. The asso- 
ciation of the progressive aging of the 
population with this growing burden of 
chronic disease is no justification for 
neglect of the problem. Old people stil! 
are people. Unnecessary disease and 
invalidism as it affects them constitutes 
a challenge to the health profession and 
to government. The problem is both 
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spiritual and economic. Our older 
people are entitled to be spared as far 
as possible from the discomforts and 
pain of chronic disease, to have it made 
possible for them to contribute their 
productive efforts to society, and to be 
independent. America cannot afford to 
waste this great resource. 

In dealing with the problem of 
chronic disease, most of the thinking 
has been in terms of research, medical 
care, possible rehabilitation, and insti- 
tutions—with too much emphasis in gov- 
ernment on the last. The time has come 
to put more effort and planning and 
money into prevention. The pzsition 
your Association took four years ago, 
to the effect that the basic approach to 
chronic disease must be preventive, ex- 
presses a fundamental truth and should 
be our guide. In California we under- 
took an approach to the problem of 
chronic disease just two weeks ago in a 
conference at Sacramento, when 2,000 
of our citizens got together to consider 
this and the other problems of the aging. 
More than 400 ieaders in the health pro- 
fessions and lay groups participated in 
the sections, which were devoted to 
physical and mental health problems; 
and among the concrete proposals they 
formulated, the emphasis was on pre- 
ventive measures. 

The health professions and the vol- 
untary agencies are entitled to all the 
help government can give them in their 
efforts to find better methods for the 
prevention of chronic illness and the 
disabilities resulting from cancer, heart 
disease, diabetes, and arthritis. This 
codperative effort will lessen the ever- 
increasing burden of suffering and ex- 
pense that weighs so heavily now upon 
society and the individual. 

The third frontier of public health 
that still requires our attention and the 
utmost of our effort is the problem of 
the permanently disabled. The first ap- 
proach has been to provide minimum 
cash benefits during periods of disability, 
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but the more fundamental solution must 
be to restore as many of the disabled to 
productive and happy lives as may be 
possible, through the combined efforts of 
science and government. 

If we can make progress in these three 
great areas of public health, our country 
will be a happier place and all the people 
in it happier. I realize that I have not 
been telling you anything during these 
past few minutes that you do not know 
far better than I. I have wanted to 
make it clear, however, that as far as I 
am concerned the health professions and 
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the great voluntary agencies are entitled 
to all the help and all the codperation 
that government can give in working 
toward the most important of social 
aims—the health of our citizenry. I 
appreciate this opportunity to share my 
thinking with you respecting some of 
the major problems of public health. I 
pledge my continued interest in your 
work, and I extend my best wishes for a 
successful convention, one that will add 
a great deal to the contribution you have 
been making thrvughout the years to 
social progress in our land. 


Administrative Medicine Institute 


The Columbia University School of 
Public Health in January, 1952, began 
the operation of an Institute of Adminis- 
trative Medicine. In announcing the 
new institute, Willard S. Rappleye, 
M.D., dean of the university’s faculty 
of medicine, said it would offer training 
that “would enlarge the scope of the 
physician’s services to society.” With 
a program of graduate training for ad- 
ministrative leadership is combined “an 
extensive research program designed to 
determine the best methods for deliver- 
ing maximum medical care to the 
American people at reasonable cost.” 


The institute will offer, reportedly for 
the first time in any institution, an ad- 
vanced degree in Administrative Medi- 
cine. Five major fields of activity are 
included in the program: hospital ad- 
ministration, prepayment medical care, 
public health administration, industrial 
medical administration, and medical 
school administration. 

Harold W. Brown, M.D., is director 
of the School of Public Health. E. 
Dwight Barnett, M.D., former di- 
rector of Harper Hospital, Detroit, has 
been selected to direct the new in- 
stitute. 


5 
4 
F 
~ 
| 


Anthropology and Its Contribution to 
Public Health* 


GEORGE P. MURDOCK, Px.D. 
Professor of Anthropology, Yale University, New Haven, Conn. 


HERE are many definitions of 
anthropology, but the one I like best 
is short and snappy: “Anthropology is 
the science of man—embracing woman.” 
Despite its libelous implications, this 
definition makes the essential point. 
Anthropologists are interested in every- 
thing concerned with man. We are so 
interested in man that we make a special 
effort to study the things about him that 
most other people overlook. The most 
important of these are bones, potsherds, 
and “gooks.” 

Those who study bones are the physi- 
cal anthropologists. Dogs, too, like 
bones—but not when they are thousands 
of years old. A physical anthropologist, 
however, will go into ecstasies over a 
mess of old bones. Look at my friend 
Carleton Coon and the important bones 
he has just unearthed in Iraq. Bones, 
of course, show where man came from 
and how he has evolved fiom apelike 
ancestors into the various races that now 
inhabit the world. 

The anthropologists who study pot- 
sherds are the archeologists. They dig 
into the ground to find the traces of 
earlier and simpler civilizations, and to 
reconstruct the history of man’s social 
and intellectual development over the 
million years before writing was in- 
vented. From that point on, the his- 
torians take over. 


* Presented at a conference of the New York State 
t of Health, held at Lake Placid, N. Y., 


Departmen 
June 4-7, 1951. 


The third main group of anthropolo- 
gists, the one to which I belong, includes 
those who are especially interested in 
“gooks.” I am here using the slightly 
depreciative term from World War II 
to designate the many grubby little 
peoples who inhabit the world’s jungles, 
tundras, coral atolls, and other out-of- 
the-way places. They do not count much 
in international politics, but they make 
their living and order their lives in 
many interesting ways. The study of 
their diverse customs often sheds light 
on aspects of man’s culture history not 
revealed by bones and potsherds. Even 
more important, it gives us a broad com- 
parative perspective from which we can 
judge more objectively the behavior of 
people in our own complex society. 

This ability to stand off and look at 
our society frem the outside, as it were, 
often leads to new insights. My main 
purpose today is to indicate how our 
modern methods of coping with the 
problems of health and disease look from 
the broadest possible comparative and 
historical perspective, and to draw a 
few tentative conclusions from this 
examination. 

This matter of drawing conclusions is 
a ticklish business. We anthropologists 
get so inured to examining objectively 
all sorts of odd and even nasty customs 
and discussing them freely among our- 
selves that we tend to forget that other 
people are much more sensitive about 
them. We often make remarks and draw 
conclusions that seem to us perfectly 
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matter-of-fact and reasonable, but which 
strike Great Aunt Hepsibah and other 
decent people as inexpressibly shocking. 
We have thus come to be regarded in 
some quarters as the “muckrakers” of 
this generation. 

1 do not think I have anything par- 
ticularly shocking to say here. And I 
have only one very unimportant popular 
delusion that I want to disabuse you of. 
You have all heard tell of “the world’s 
oldest profession.” Well, the implica- 
tions of this expression are wholly false. 
Prostitution, historically, is a relatively 
recent phenomenon. I have personally 
read accounts of many hundreds of 
primitive societies, and in not a single 
one of them is genuine prostitution re- 
ported. Many of them exhibit forms of 
sex behavior that we would regard as 
exceedingly lax, but such laxity does 
not take the specific form of prostitution 
except in the so-called “higher” civiliza- 
tions. 

The oldest profession is actually the 
one to which you yourselves belong. 
Specialized occupations are exceedingly 
few in the simpler societies, and with a 
single exception none occurs more than 
sporadically. This exception is the 
medical profession. Specialized prac- 
titioners of the healing art are found, 
to the best of my knowledge, in every 
known society, however primitive. The 
“medicine man,” in one form or 
another, is universal and hence must be 
regarded as the oldest professional 
specialist. 

Universality is always significant to 
the antropologist. Variation and dif- 
ferentiation in culture the world over is 
the rule, and whenever the anthropolo- 
gist finds a custom, an activity, or an 
institution present in all societies from 
the simplest to the most complex he can 
only conclude that it is universal be- 
cause it is genuinely useful or adaptive, 
so that all peoples have come by trial 
and error to adopt it. This is the case, 
for example, with such customs as the 
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prohibition of theft, incest, and murder 

.d with such institutions as marriage, 
the family, and religion. The medical 
profession, then, is ancient and universal 
because it has rendered important and 
useful services to mankind. 

This statement, of course, is hardly 
likely to be questioned in a group of 
medical men. It has, however, important 
implications which I doubt many of you 
have ever considered. The primitive 
medicine man is important despite the 
fact that he never practises medicine in 
the sense which you accept as axiomatic. 
He administers no medicines and he per- 
forms no operations. His activities are 
confined exclusively to magical rites 
based on superstitious beliefs for which 
there is not a shadow of scientific veri- 
fication. He is a witch doctor, an ex- 
orcist, a faith healer, or, if you wish, a 
quack, but he is in no genuine sense a 
physician or a surgeon. 

I do not mean to imply that primitive 
peoples are entirely ignorant of rational 
medicine, for some of them have con- 
siderable valid knowledge. Their phar- 
macopoeias often include genuinely 
efficacious remedies, quinine being the 
best known example. And their surgical 
techniques are sometimes even more 
advanced. Only a few years ago, for 
instance, a major new method for the 
setting and rapid healing of fractured 
long bones turned out to be the very 
technique employed by certain Pacific 
Islanders from time immemorial. I 
might remark parenthetically that can- 
nibalism offers exceptional opportunities 
for the learning of anatomy. 

It is important to note that these 
rational skills, so far as they are found 
among primitive peoples, are not prac- 
tised by the medicine men. They are 
known and used, sometimes by a few 
expert old men or women, sometimes by 
specialized herbalists or bonesetters, 
sometimes even by chiefs. One of my 
own colleagues, for example, while en- 
gaged in field work on an isolated island 
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in Fiji, was stricken with a septic sore 
throat which left him delirious with a 
temperature in excess of 103°. His 
frantic wife had given up hope, but the 
local chief completely cured him over- 
night by administering a secret herbal 
decoction whose efficacy was later inde- 
pendently validated. 

The medicine men rarely have any- 
thing to do with remedies or surgery, 
or even with massage or obstetrics. 
They operate almost exclusively with 
magic—invoking spirit helpers, going 
into trances, uttering abracadabra, prac- 
tising ventriloquistic tricks, pretending 
to suck intrusive objects out of the pa- 
tient’s body, and going through all man- 
ner of other rationally quite useless 
performances. And yet their patients 
get well. Of this, the anthropological 
evidence leaves not the slightest doubt. 

Magical therapy really works. This 
is proved by numerous well attested 
cases, as well as by its universality, 
which would otherwise be quite inex- 
plicable. As to how it works, I do not 
think there is now very much mystery. 
The principle involved is that which 
operates in modern faith healing and in 
various more respectable forms of psy- 
chotherapy. I happen to be personally 
very favorably disposed toward psycho- 
analysis, but I am quite prepared to 
admit that this technique still has a 
good bit in common with primitive 
magic. The success of both is attribu- 
table to the fact that many human 
ailments are of a so-called “functional” 
rather than “organic” character; that is 
to say, they are due to imaginary, psy- 
chological, or neurotic causes and not 
to parasitic microérganisms, malnutri- 
tion, or other biological causes. Organic 
illness, of course, will not respond to 
any amount of psychological treatment, 
but when a complaint is imaginary or 
functional it is likely to disappear if 
the patient is convinced that he is cured. 
Modern psychotherapy does this in one 


way; primitive magical therapy in 
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another. They both have so much in 
common, as a matter of fact, that it is 
appropriate to regard the medicine man 
as the lineal ancester not of the physician 
but of the psychiatrist. 

If the medicine man with his magical 
therapy plays an important and genu- 
inely useful social role in recent primi- 
tive societies, this must also have been 
the case during the long prehistoric 
period which preceded the dawn of civi- 
lization. To estimate this properly, we 
must look at the probable distribution 
of contagious diseases in prehistoric 
times. 

The great trading and conquering na- 
tious of antiquity and the early Middle 
Ages carried previously localized dis- 
eases widely over the Eurasiatic conti- 
nent. Thus plague, cholera, and other 
epidemic diseases periodically swept into 
Europe from Asia. During the great 
Discoveries Period this dissemination 
became world-wide. Syphilis, for exam- 
ple, made its first appearance in Europe, 
and the explorers carried with them the 
endemic diseases of Europe to the utter- 
most parts of the earth. Today many 
of the most serious contagious diseases 
tend to have a world-wide distribution 
except as quarantine and other public 
health measures are able to keep them 
under control. 

Conditions must have been utterly 
different in prehistoric times. Before 
the development of extensive trade, 
travel, and empire building, the peoples 
and regions of the world were relatively 
isolated from one another. Diseases 
could spread only with difficulty and 
tended to be localized in particular areas 
where they were endemic. 

Under such circumstances a double 
evolutionary process takes place. Human 
beings gradually develop a_ relative 
immunity through a process of natural 
selection which eliminates the most sus- 
ceptible strains in each generation. The 
disease microérganisms underge an 
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favors the less virulent strains; the 
more lethal strains kill their carriers and 
thus tend to be eliminated. In time, 
as a result of this dual process, the 
endemic diseases of a region become less 
dangerous to its inhabitants and the 
latter become less susceptible to the dis- 
eases. 

Under conditions of relative isolation, 
then, organic diseases gradually come to 
constitute less and less of a social prob- 
lem. As a corollary of this, functional 
ailments come to assume more and more 
comparative importance. Only when we 
comprehend this can we understand why 
primitive medicine reveals so great an 
emphasis upon magical psychotherapy 
and so relatively slight a developmert 
of rational or scientific techniques. The 
reason is simply that the patients who 
resort to the primitive medicine man 
are largely victims of functional rather 
than organic complaints, so that his pro- 
cedures are adjusted to the actual de- 
mand. 

The Discoveries Period radically 
altered these conditions. Explorers, 
traders, and missionaries carried the 
endemic diseases of Europe to previously 
isolated regions, and the diseases of the 
latter to Europe and other areas. The 
result was that the number of contagious 
diseases was multiplied everywhere in 
the world and that everywhere the newly 
introduced diseases were extremely 
serious because of the lack of bio- 
logically acquired immunities. 

There is no need of reviewing here 
the familiar historical facts about the 
introduction of smallpox, tuberculosis, 
and other Eurasiatic diseases to the 
American Indians and the Pacific 
Islanders and the tremendous depopula- 
tion which resulted. I would, however, 
like to call attention to the special case 
of measles. In Europe this disease has 
been endemic so long that the white race 
has acquired through natural selection 
such a degree of biological immunity 
that most people regard it as merely an 
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inevitable nuisance of childhood. 
Physicians realize, of course, that it is 
more serious than is popularly thought. 
Nevertheless, it is rarely a direct cause 
of death amongst ourselves. 

When introduced into the Pacific 
Islands, however, it was the greatest 
single cause of depopulation in many | 
places. The same has been true in parts 
of the New World. I personally wit- 
nessed an example as late as 1932, when 
I was studying the Haida Indians of 
the Queen Charlotte Islands cff the 
coast of British Columbia. The Haida 
had been protected from measles for a 
long time by their island isolation and 
by public health precautions. Three 
months before my arrival, however, a 
schoolgirl had been flown home by plane 
from the mainland with an incubating 
case of measles. The disease spread like 
wildfire throughout the native village 
and by the time of my arrival more than 
ten per cent of the entire population had 
died of its direct or indirect effects. 

Cases like this, which could be multi- 
plied almost indefinitely, demonstrate 
both the enormous differences in racial 
and regional immunity and the dis- 
astrous results of European exploration 
and colonization. The counter-effects, 
of course, were felt in Europe itself. You 
know better than I how many of the 
contagious diseases now current in the 
Western world have been assembled irom 
the far corners of the earth. 

The consequence that I wish to im- 
press upon your attention is this: The 
relative proportion of organic to func- 
tional diseases was enormously increased 
everywhere in the world. In backward 
areas magical psychotherapy, which had 
previously been quite well adapted to 
local needs and conditions, was incapa- 
ble of coping with the new situation and 
came to be scorned by medical men as 
nothing more than savage superstition. 
In Europe the increasing predominance 
of organic diseases stimulated the rise 
of modern scientific medicine. The 
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pendulum swung so far, indeed, that 
functional ailments were almost com- 
pletely ignored, or even denied. 

I have thus far tried to sketch for 
you two major epochs in the history 
of medicine as viewed from the broadest 
possible anthropological perspective. 
The first epoch, embracing all of human 
history to the end of the Middle Ages, 
was characterized by the relative pre- 
dominance of functional disease and the 
emergence of primitive magical psycho- 
therapy. The second epoch, from the 
beginning of the Discoveries Period to 
the present, has been characterized by 
the relative predominance of organic 
disease and the emergence of modern 
scientific medicine. 

I now venture to suggest that we are 
standing today at the threshold of a 
third major epoch. Scientific medicine 
and the public health movement have 
now advanced so far toward the control 
of organic disease, as witness the amaz- 
ing increase in life expectancy, that the 
imbalance of the second epoch has been 
largely corrected. The relative im- 
portance of functional disease—of 
neuroses and psychoses—is being in- 
creasingly brought to our attention and 
begins to present the principal challenge 
to scientific medicine. The development 
of psychiatry during the present century 
represents a response to this challenge. 
And this development promises to go 
very much farther. 

There are many ways in which 
anthropology can contribute to the 
public health movement. It can, for 
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example, advise as to how to adapt 
health programs to the culture and social 
structure of local communities so that 
they may be made more effective. It 
can render particular service in intro- 
ducing sound health measures in eco- 
ndmically or socially backward coun- 
tries, as through the Point Four program. 
And so on. 

It has seemed to me, however, that 
one of the greatest potential contribu- 
tions of anthropology is to make those 
who are professionally concerned with 
health problems aware of the broad 
sweep of culture history and of their 
position in it. If our anthropological 
perspective is correct, we may expect an 
increasing measure of concern in the 
future with health problems centering 
upon functional or psychosomatic ill- 
ness. Forward-looking physicians and 
public health experts will wish to pre- 
pare in advance against predictable 
eventualities. 


1 am, of course, aware that there is” 


already a flourishing mental hygiene 
movement in the United States. It 
would seem to me unfortunate, however, 
if it were to develop in isolation from 
the older public health movement. 
Health is a single indivisible social prob- 
lem, albeit with many special aspects, 
and a joint codperative attack offers the 
best prospects for success. History and 
anthropology seem to suggest that 
mental health deserves a more integral 
place in the public health movement of 
the future than it has occupied in the 
past. 
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Q Fever Studies. XII Certain 
Observations on the Relationships 
Between Serologic Tests for Brucel- 
losis, Syphilis and Q Fever" 


EDWIN H. LENNETTE, M.D., WILLIAM H. CLARK, M.D.,7 anno 
FLORENCE W. JENSEN 
Chief, Viral and Rickettsial Disease Laboratory, State Department of Public Health, 
Berkeley ; Medical Officer, Bureau of Acute Communicable Diseases, State 
Department of Public Health, Berkeley; and Senior Bacteriologist, 
Viral and Rickettsial Disease Laboratory, Berkeley, Calif. 


PIDEMIOLOGIC and laboratory 
studies of Q fever have been greatly 
facilitated by the availability of a satis- 
factory rickettsial complement-fixation 
test, and there is little question that this 
test is “specific” in so far as other mem- 
bers of the Rickettsiaceae are concerned. 
However, during the course of epi- 
demiologic investigations on Q fever in 
Northern California, it early became 
apparent that clinical differentiation be- 
tween brucellosis and Q fever might be 
difficult and that the definitive diagnosis 
in many instances might depend almost 
entirely on laboratory findings. Conse- 
quently, it appeared desirable to obtain 
information concerning the relationship 
of the results of serologic tests, as per- 
formed on human sera, for these two 
diseases. 

In addition, since a number of infec- 
tions are known to give rise to falsely 
positive serologic tests for syphilis, and 
since in a number of instances a diag- 
nosis of Q fever was confused by the 


* Presented before the Laboratory Section of the 
American Public Health Association at the Seventy- 


ninth Annual Meeting in San Francisco, Calif., 
October 30, 1951. 
t Now S. A. Surgeon (R), Communicable Disease 


Center, Atlanta, Ga. 


unexpected presence of a positive sero- 
logic test for syphilis, it seemed neces- 
sary to inquire into this aspect of 
laboratory diagnosis also. 

The purpose of this communication 
is to present certain observations on 
the relationship between the serologic 
tests for brucellosis and syphilis on one 
hand, and Q fever on the other. 


METHODS AND MATERIALS 

Brucellosis-O fever—Over a period of 
8 months, all diagnostic blood specimens 
submitted to the Division of Labora- 
tories in which Brucella agglutinins 
were detected in significant amounts 
were simultaneously tested for the 
presence of complement-fixing antibodies 
against Coxiella burnetii. During the 
period mentioned, diagnostic specimens 
from a total of 38 persons were so 
tested. 

As human cases of Q fever were 
recognized on clinical and epidemiologic 
grounds, blood specimens were tested for 
the presence of C. burnetii complement- 
fixing antibodies and, if positive, for the 
presence of Brucella agglutinins also. 
Blood specimens representing 451 per- 
sons with C. burnetii antibodies were 


[12] 


| 
<3 
i 
ee 
. 
E 
é 
4 1 | 
4 
: 


Vol. 42 Q Fever StupIEs 13 


tested, in strict chronological sequence, 
for Brucella agglutinins. Iacluded in 
this number were persons in whom a 
diagnosis of Q fever was equivocal be- 
cause of the presence of antibodies to 
C. burnetii in titers of 1:16 or less. 


Syphilis-O fever—Over a period of 18 
months, certain sequential groups of 


’ specimens received in the Division of 


Laboratories for serologic testing for 
syphilis (Kline exclusion and diagnostic 
tests) were simultaneously tested for the 
presence of Q fever complement-fixing 
antibodies. The specimen’ submitted 
were largely those required as a part 
of premarital medical examinations; a 
total of 1,087 negative specimens repre- 
senting a like number of persons was so 
tested. During a similar period of time, 
blood specimens representing 141 per- 
sons with a positive Kolmer serologic 
test for syphilis were also tested for Q 
fever antibody. 

During a shorter period of time, 
diagnostic blood specimens received at 
a local health department laboratory for 
serologic testing for syphilis were ex- 
amined for C. burnetii antibody content. 
This group comprised specimens repre- 
senting 898 persons in whom the sero- 
logic test for syphilis (Kahn or Kolmer 
or both) was positive. 

As with the agglutination tests for 


Titer of Complement-fixing Total Number 
Antibodies Against of individuals 
C. burnetii Tested 


1,024 30 
12,048 or greater 
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Brucella just mentioned, specimens from 
ill persons with demonstrable antibodies 
against C. burnetti were simultaneously 
tested for the presence of reagin by the 
Kolmer qualitative method. This group 
included 427 persons; tests using both 
standard and cardiolipin antigens were 
performed in a proportion of this series. 


RESULTS 

Brucellosis-O Fever Study 

In Table 1 are shown the results of 
agglutination tests for Brucella per- 
formed on 451 persons with varying 
titers of complement-fixing antibody 
against Q fever. Only one person in 
this group exhibited antibodies to both 
Coxiella and Br.cella; this person was a 
veterinarian engaged in work with large 
animals. Further, in past years he had 
been suspected on clinical grounds of 
having brucellosis, and the presence of 
Brucella antibodies had been demon- 
strated some years prior to the first 
demonstration of antibodies to C. 
burnetii. During the illness which led 
to the laboratory procedures included 
in this series, no rise in titer was noted 
for either Brucella or Coxiella; no con- 
clusive diagnosis could be established 
for the latest episode. It does not seem 
remarkable that a veterinarian, with 
occupational exposure to both infections, 


should possess demonstrable antibodies - 


Results of Testing Blood Specimens Containing C. burnetii Antibodies, from 451 Patients, for 
the Presence of Agglutinating Antibodies to Brucella 


Number of Individuals with Brucella 
' Agglutinating Antibody Titers of: 


Less than 1:80 1:80 or greater 
(negative) ( positive) 


: 
: 
4 
By: 
| 
| 
Total 451 450 1 Ni 
1:8 17 17 
1:16 47 47 ; 
i 1:32 68 67 i 
1:64 638 68 
1:128 83 &3 
1:256 75 7S 
1 30 
1 12 
‘ 
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to both organisms. Indeed, it is much 
more remarkable that in a group of per- 
sons living in a livestock-raising area, 
only 1 in 451 should possess antibodies 
against Brucella organisms. 

In Table 2 are presented certain data 
on 38 persons exhibiting a “diagnos- 
tically significant” (1:80 or greater) 
agglutinating antibody titer for Brucella. 
In 37 instances, no complement-fixing 
antibodies against C. burnetii were 
demonstrated. Additional data are given 
in the table concerning the one person 
in whom antibody was demonstrable 
against both organisms. This person 
was a dairy worker who frequently 
drank raw milk. Since his residence and 
place of work are within an area where 
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Q fever is endemic, it is not improbable 
that he may have incurred both infec- 
tions at some time. The cause of his 
immediate illness was not determined; 
clinically, his course was compatible with 
a diagnosis of either Q fever or brucel- 
losis. No further blood specimens were 
obtained. 


Syphilis-O Fever Study 

The pertinent results are presented in 
Tables 3, 4, and 5. 

Blood specimens representing 2,126 
individuals were submitted for serologic 
tests for syphilis; these specimens were 
also tested for the presence of comple- 
ment-fixing antibodies to C. burnetii, 
and the results are shown in Table 3. 


TABLE 2 


Results of Testing Blood Specimens Containing Brucella Agglutinating Antibodies, from 
38 Patients, for the Presence of Complement-fixing Antibodies to C. burnetii 


Total Number of Individuals 
Whos: Sera Coxtained 
Agglutin iting Antibodies to 


Number of Individuals with Complement-fixing 


Antibodies to C. burnetii in Titer of: 


Brucella in Titers of 1:80 
or Greater 


38 37 


<1:8 


1:8 or Greater 


1 
(W.F.: dairyman, age 32. 
Onset of illness 9-16-49. 
On 10-20-49: 
Brucella titer = 1:160 
C. burnetii titer — 1:16) 


Taste 3 


Results of Testing Blood Specimens, Originally Submitted From 2,126 Individuals for Serologic 
Tests for Syphilis, for the Presence of C. burnetii Complement-fixing Antibody 


C. burnetii Complement-fixing Antibody, Titer of: 
A. 


Number of 
Source Specimens 1:8 
Negative STS * 
1. Premarital 
and diagnostic 
examination 
(State Laboratory) 


Positive STS * 

2. Premarital 

and diagnostic 
examination 

(State Laboratory) 


3. Diagnostic 
examination 
(Health Depart- 
ment Clinic) 


1,087 


898 


* Serologic test for syphilis 


1:16 


ii 
1:32 1:64 1:128 1:256 1:512 of 1:8 or Greater 


gala 
3 
2 
4 
Per cent with 
* 
* 6 1 1.1 rie 
oe 141 138 1 2 2.4 q a ne 
$ = 896 1 1 0.2 
i 
2 
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The first group consisted of 1,087 
specimens (representing the same num- 
ber of individuals) submitted as part of 
a premarital examination or for diag- 
nostic purposes; the STS (serologic test 
for syphilis) was negative in each 
instance. Of this group, 12 persons, or 
1.1 per cent of the total number, were 
found to possess antibodies against 
C. burnetii; only 1 person, however, had 
an antibody titer greater than 1:16. 
This percentage of individuals with 
C. burnetii antibodies is in agreement 
with the proportion found by other in- 
vestigators in “normal” populations. 

The second group consisted of 141 
persons on whom blood specimens (one 
per individual) were submitted for the 
same purposes as in the group above, 
but whose STS proved to be positive. 
Three persons, or 2.4 per cent of this 
group, were found to possess antibodies 
to C. burnetii. It has been reported? 
that the proportion of persons whose 
sera give fixation with Q fever antigen is 
significantly higher in individuals with 
a positive STS than in those with a nega- 
tive STS. In the preseat series, how- 
ever, these proportions are not signifi- 
cantly different (chi? = 0.98), which in- 
dicates that nonspecific fixation with 
C. burnetii antigen is no more frequent 
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with syphilis-positive sera than with 
syphilis-negative sera. 

The third group in Table 3 represents 
898 persons whose blood specimens 
were submitted for diagnostic purposes 
from the venereal disease clinic of an 
urban health department. The STS in 
all instances was positive. When tested 
for C. burnetii antibodies, the sera of 
only 2 persons (0.2 per cent) gave fix- 
ation; in both instances, the titer was 
low (1:8 and 1:16). 

It would thus appear, from this series, 
that the fixation of complement in the 
presence of C. burnetii antigen is not 
caused by the reagins in syphilitic sera. 

Table 4 shows the results of Kolmer 
qualitative tests performed on specimens 
from 427 ill patients whose sera con- 
tained antibodies against Q fever. In- 
cluded in this group are 66 patients in 
whom C. burnetii antibodies were never 
detected in a titer greater than 1:16; on 
the basis of our own experience, the 
diagnostic significance of these low titers 
is uncertain. In general, both the Kolmer 
and the Q fever complement-fixation 
tests were performed on more than one 
specimen from each patient; the results 
are tabulated according to the maximum 
value reached in either test. Further, it 
should be noted that the table represents 
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Results of the Kolmer Serologic Test for Syphilis Performed on Blood Specimens from 427 I 
Patients in Whose Sera C. burnetii Antibodies Were Demonstrable 


C. burnetii Complement-fixing Antibody, Titers of: 


Kolmer 
Complement- Total, 
1:80r 1:8 
Greater 


1:16 1:64 


Test 
Koimer ‘‘nega- 
tive” or 
“doubtful” 


1:128 1:256 1:512 


1:2,048 124,096 


or Greater 


1:1,024 


| 
| 
ys 
i 
| 
| 
6364 19 45 59 33 65 45 33 27 12 6 
1+ fixation 15 1 5 4 3 2 
2+ fixation 16 1 2 5 3 3 : 1 ae 
Kolmer 
“positive” 
3+ fixation 12 1 1 2 1 4 2 1 
4+ fixation 20 1 i 4 4 6 2 2 ‘ | 
Total 427 19 47 62 65 76 63 43 33 12 7 ve. 
1 
= 
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specimens taken in all phases of illness, 
from acute through convalescent. 

It will be observed in Table 4 that in 
a considerable proportion of the speci- 
mens tested, some degree of fixation was 
noted in the Kolmer test. The most in- 
teresting observation, however, is that 
for 32 patients, or 7.5 per cent, the 
Kolmer test at some time would have 
been interpreted as positive. 

Table 5 has been prepared to show 
certain of the chronologic relationships 
of the development of a postive STS to 
the stage of illness. The table comprises 
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those 32 patients whose sera gave 3+- 
or 4+ fixation in the Kolmer qualitative 
test, and who were subsequently tested 
quantitatively. It will be seen that in 
the first two weeks of illness, sera from 
14 patients were available for testing; 
of these, 2 (14 per cent) were “positive” 
when tested by the quantitative Kolmer 
method. During the 3rd and 4th weeks, 
sera were available from 28 patients; 
of these, 24 (86 per cent) were positive 
by the Kolmer method. During the 
5th and 6th weeks of illness, sera were 
available from 20 patients, and a positive 
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Results of the Quantitative Kolmer Serologic Test for Syphilis in 32 Patients with Q Fever, at 
Intervals Following Onset of Illness 


Results of Kolmer Test at Intervals Following Onset of Iiness 


Weeks 
3-4 


44444410 
44444444 
443 +0000 


00000000 
4443+000 


44444300 
44444444 
44444443 
44443100 
44444300 


1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 


oo 
a: 


¥ 
ad 


14444443 
44300000 
44443000 
44444400 
44444420 


44443000 
44444 +00 
44441+00 

+ 2444+00 

44444443 


Oe 


00000000 
44431000 
44300000 
13441000 


00000000 


00000000 
44444210 


44444443 
44444100 


00000000 
3+ 000000 


* Insufficient serum for performance of quantitative test 


Weeks 
56 


4 44444400 


~ 
11 Weeks or More 


Weeks 


Interval Result 


43323900 


+ 0000000 


00000000 


14443 +00 


00000000 
4444+000 


44444400 
30000000 


00000000 
00000000 


00000000 
44420000 
1232 +000 


| 
4 

| 
— 

00000000 00000000 

+0000000 

00000000 00000000 
00000000 431 +0000 
ij 1 +000000 00000000 
00000000 
00000000 
10. 00000000 20 +0000000 
12. 3 +000000 20 44200000 
by 13. 00000000 19 00000000 | 
14. 00000000 12 00000000 

15. 00000000 

16, 00000000 7 
18. 1 +000000 28 00000000 
19. 0000000 
ae 21. 44000000 12 00000000 
23. 24 00000000 
25. 
26. — 26 00000000 
27. ; 
30. RS. | 16 00000000 
3 
31. EB. | 00000000 

4 32. E.G. 24 00000000 i i. 
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UNDUAUTED 4 


REPRESENTS THE L457 DNLUTION 
WHICH 3+ O8 4¢ FIXATION Was 


REPQESENTS 


2+ FIMATION O8 LESS 
IW UNOILUTED SéQUM 


2 
WEEKS AFTER ONSET OF ILLNESS 


Ficure 1—Results of Quantitative Kolmer Complement-Fixation Tests in 32 Patients with Q 
Fever, at Varying Intervals After the Onset of Illness. 


STS was found in 10 instances (50 per 
cent). Unfortunately, as may be seen 
from the table, fewer sera were available 
during late illness or convalescence; 
however, sera were available from 11 
patients during the 7th to 10th weeks 
of illness, and of these, 2 remained posi- 
tive, and 1 became positive, by the 
Kolmer STS. Of those 11 patients in 
this series tested later than the 10th 
week of illness, one remained positive at 
the 20th week. 

Each of the 32 persons whose Kolmer 
test was positive was further investi- 
gated for information relative to other 
evidence of syphilitic infection. None 
in this series had a history of lues, or of 
treatment for lues; in no instance did the 
attending physician on clinical grounds 
suspect syphilis as a part of the patient’s 
current illness. In the one instance 
(B. W.) where there was no alteration 
in the results of the Kolmer test done 
on multiple specimens, it was unfor- 
tunately not possible to trace the patient 
in order to obtain additional blood 
specimens for further study. 

Figure 1 portrays in more graphic 


form the appearance of nonspecific 
syphilis complement-fixing substances 
during the course of illness in these 32 
patients. Each Kolmer test performed 
on these patients is plotted in terms of 
Kolmer “titer” (last tube in which 3-+- 
or 4+ fixation occurred) in relation to 
the week of illness. It will be seen from 
this scattergram that in all instances 
but one the Kolmer test had become 
“negative” by the 10th week of the 
illness. 


DISCUSSION 
The studies reported here were 
undertaken early in the course of the 
Q fever investigations initiated in this 
laboratory in the spring of 1948. Shortly 
after clinical and epidemiologic studies 
were begun, it became apparent that 
brucellosis and Q fever can easily be mis- 
taken one for the other. Since definitive 
diagnosis, therefore, may rest on labora- 
tory methods, it was desirable to dscer- 
tain whether similar difficulty of differ- 
entiation would arise in the use of 
serologic procedures. 
The blood specimens shown in Table 
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1 represent for each person only one 
specimen which contained C. burnetii 
antibody. These specimens therefore 
represent a relatively late stage of the 
illness, i.e., antibody formation was 
already evident; in approximately one- 
half of these individuals, a rising anti- 
body titer to C. burnetii was demon- 
strated through the use of multiple blood 
specimens, and in the remainder only a 
convalescent-phase blood specimen was 
available. The significance of convales- 
cent-phase antibody titers of 1:8 to 1:16 
is unknown, and if persons with these 
titers are excluded from consideration, 
there still remain 387 individuals with 
titers of 1:32 or greater. In this latter 
group, there was only 1 individual who 
had a “diagnostically significant” titer 
(1:80) for brucellosis. Thus, out of 
387 instances, in only 1 was it not feasi- 
ble on serologic grounds to make an 
unequivocal differentiation between Q 
fever and brucellosis. The individual 
in question was a veterinarian occupa- 
tionally exposed to both diseases 

That an anamnesis of Brucella anti- 
bodies may occur early during the course 
of Q fever has been reported by Meyer 
and Eddie.* Apparently such antibodies 
tend, on the whole, to disappear early, 
and it is possible that had the early 
(acute-phase) blood specimens from the 
patients in this series been examined for 
Brucella antibodies, agglutinins might 
have been found in some. Be that as it 
may, in this series such antibodies were 
not present by the time the recovery 
phase, or convalescent, blood specimens 
were taken. It should be noted, perhaps, 
that in occupational groups where ex- 
posure to domestic livestock or its 
products is prolonged and intimate, as 
in the group reported by Meyer and 
Eddie, infection with Brucella organ- 
isms, and hence anamnestic appearance 
of Brucella antibodies, may be common 
compared to other groups. In the group 
forming the basis of the present study, 
while exposure to domestic livestock was 


or Pustic HEALTH Jan., 1952 


frequent,* ° it was by no means as inti- 
mate or constant in every instance as in 
the group reported by Meyer and Eddie. 

Conversely, the occurence of Q fever 
antibodies during the course of a Bru- 
cella infection did not appear to pose 
a serious problem in diagnosis; of 38 
individuals with “diagnostically signifi- 
cant” serum agglutinin titers for brucel- 
losis, only 1 also had antibodies against 
C. burnetii, and these in low titer 
(1:16). 

As concerns the syphilis-Q fever study, 
it is interesting that of 1,087 persons 
whose STS was negative, 1.1 per cent 
had antibodies to C. burnetii, a figure 
which is in agreement with those re- 
ported for other “normal” population 
groups.:> In two groups of persons 
totaling 1,039 individuals whose STS 
was positive, 0.5 per cent had C. burnetii 
antibodies. This proportion is not 
significantly different from that in the 
STS-negative group just mentioned, but 
is quite different from the proportions 
reported by Strauss and Sulkin,? who 
found that 6.6 per cent of their STS- 
negative, and 15.9 per cent of their 
STS-positive group, had antibodies to 
C. burnetii. 

With the methods employed in this 
laboratory, therefore, the occurrence of 
false positive complement-fixation reac- 
tions for Q fever is no more likely with 
syphilitic sera than with nonsyphilitic 
sera. 

In the reverse direction, when the sera 
of 427 ill patients with C. burnetii anti- 
bodies were tested by the Kolmer quali- 
tative test for syphilis, 7.5 per cent (32 
individuals) gave 3+ or 4+ fixation, 
ie., a positive test. A definitive diagnosis 
of Q fever had been made in all but 2 of 
these patients. To ascertain the spe- 
cificity of these positive reactions, the 
sera of the 32 “positive” individuals 
were tested at intervals by the Kolmer 
quantitative method. It was found that 
in general the STS was negative during 
the Ist and 2nd weeks of illness, became 


Ba 
ts 
{ 
| 
| i 
| 
| 
ais: 
~ 
ay 
di q 
q 
q 
ig 
! : 
‘ 
| 
\ 


Vol. 42 Q FEvER 
positive during the 3rd or 4th weeks 
after the onset of the illness, and then 
became negative again over the next 
several weeks; by the 11th week, the 
STS had become negative in all but one 
instance. Thus, the occurrence of falsely 
positive serologic tests for syphilis is a 
distinct possibility in persons suffering 
from Q fever. As a matter of fact, the 
finding of a positive STS in some of 
these patients proved to be a point of 
diagnostic confusion until it was recog- 
nized that such nonspecific reactions 
could occur. 


SUMMARY 

The interrelationships of the serologic 
tests for brucellosis, syphilis, and Q 
fever were investigated. ’ 

In the case of brucellosis and Q fever, 
difficulties in specific diagnosis due to 
the presence of anamnestic or non- 
specific reactions were rarely encount- 
ered. 

Antibodies to C. burnetii were no more 
frequently encountered in syphilitic 
sera than in nonsyphilitic sera. On the 
other hand, false positive complement- 
fixations for syphilis were observed in 
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32 (7.5 per cent) of 427 ill individuals 
in whom antibodies to C. burnetii were 
present. A definitive diagnosis of Q 
fever had been made in all but 2 of the 
32 patients in whom false positive tests 
for syphilis were observed. 
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An Outbreak of Epidemic Pleurodynia, 
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Laboratory Diagnosis of Coxsackie 
Virus Infections* 
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E first recorded outbreaks of epi- 
demic pleurodynia or myalgia oc- 
curred in Iceland and Norway in the 
latter half of the 19th century. In the 
United States, Dabney? described an 
outbreak in 1888, and subsequent epi- 
demics have been reported in many parts 
of the world.2 The disease has been 
variously known as epidemic myositis, 
Bornholm disease, and “devil’s grip” in 
addition to the more commonly used 
designations of epidemic myalgia or 
epidemic pleurodynia. 

The first isolation of an agent of the 
Coxsackie group was reported in 1948 
by Dalldorf and Sickles.* The relation- 
ship of viruses of the new group to 
pleurodynia was first demonstrated by 
Curnen* in a single case in New Eng- 
land in 1948 and by Shaw and asso- 
ciates® in laboratory infections in 1949. 
Weller ® in 1950 reported the isolation 
of Coxsackie virus from specimens col- 
lected during the 1947 outbreak of epi- 
demic pleurodynia in Boston. Additional 
descriptions of laboratory infections with 


* Presented before the Laboratory Section of the 
American Public Health Association at the Seventy- 
ninth Annual Meeting in San Francisco, Calif., No- 
vember 1, 1951. 
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Coxsackie virus, accompanied by symp- 
toms resembling those seen in Bornholm 
disease, have been recorded by Findlay 
and Howard’ in England. Our report 
concerns a sizable outbreak of pleuro- 
dynia in 1950 in Washington State, with 
demonstration of the presence of Cox- 
sackie virus and evidence of a significant 
rise in antibody titer for the causative 
agent during convalescence. A brief 
description of the epidemiology of the 
outbreak and its sequel in 1951 will be 
followed by laboratory data demonstrat- 
ing the role of Coxsackie virus in this 
illness, and concluding remarks will at- 
tempt to clarify the present status of 
available laboratory aids and will empha- 
size some of the close relationships 
between pleurodynia and poliomyelitis. 


EPIDEMIOLOGY 

In September, i950, an outbreak of 
illness clinically diagnosed as pleuro- 
dynia occurred in Hoquiam, Wash. This 
city is located about 110 miles south- 
west of Seattle, and has a population of 
about 1' 900. By the end of the month, 
about 54 cases had been recorded, a 
known morbidity rate of about 5 per 
1,000 population. 
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The principal symptoms observed, in 
order of frequency, were fever, which 
ranged from 101 to 104 degrees, abdom- 
inal pain, nausea ard vomiting, severe 
headache, stiff neck, ain or soreness in 
the throat, chest, and extremities. The 
severity of the chest and abdominal 
pains plus the headache Jed to the clin- 
ical diagnosis of epidemic pleurodynia. 
Table 1 demonstrates the frequency 
with which the various symptoms were 
reported in 44 cases. 


Taste 1 


Number of Times Various Symptoms 
Appeared in 44 Cases 


Proportion of 


No. of Times Total Cases 

Symptom Reported Per cent 
Fever 36 82 
Abdominal pain 28 o4 
Nausea and/or 

vomiting 26 $9 
Headache 19 43 
Sore throat 17 39 
Muscle soreness, 

extremities 17 39 
Muscle soreness, 

trunk and/or neck 16 36 
Chest pain 10 23 
Stiff neck 9 20 
Backache 7 16 
Diarrhea 9 


All patients recovered without se- 
quelae after periods of illness ranging 
from a few days up to about two weeks. 
The 44 patients on whom adequate in- 
formation was obtained ranged in age 
from 10 months to 53 years. Table 2 
indicates the distribution by age and sex. 

Although the illness was not confined 
to any age group, over half the patients 
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were below the age of 10, and almost 
three-fourths were under 20 years of age. 
This is of considerable interest, in view 
of the many other epidemiologic simi- 
larities between this illness and polio- 
myelitis. This matter will be discussed 
further along in the paper. 

‘ It is noteworthy that cases closely 
resembling those in the 1950 outbreak 
have appeared in the summer of 1951 in 
the City of Aberdeen, which is imme- 
diately adjacent to Hoquiam. Viruses 
of the Coxsackie type have been isolated, 
and while laboratory studies have not 
been completed, preliminary data indi- 
cate that the same virus is responsible 
for the current cases. 


LABORATORY FINDINGS 

Stool specimens were obtained from 
15 patients with typical symptoms of 
pleurodynia, at varying periods after the 
onset of illness. Laboratory treatment 
consisted of grinding with sterile alun- 
dum and distilled water in a sterile 
mortar, centrifugation at low speed, 
overnight treatment of the supernatant 
fluid with ether at 4° C., and subse- 
quent removal of the ether by vacuum. 
Sterility tests were performed, and 
specimens showing bacterial growth in 
aerobic or anaerobic media were further 
treated with an antibiotic mixture. 

Stool extracts freed from bacteria 
were inoculated by a combined intra- 
cerebral and intraperitoneal route into 
2 or 3 day old mice from a colony whose 
original stock was of the Carworth 


Tasie 2 
Distribution of 44 Cases by Age and Sex 


Below 10 10-19 
Female 10 8 
Male 13 1 
Tota: 23 4 
Per cent of Total Cases $2.3 20.5 
Below 10 Below 20 


Cumulative 
Percentage $2.3 72.8 


Farms CFW strain. Mice showing 
20-29 _ 30-39 Over 39 Total 
1 4 1 24 
2 4 0 20 
3 8 1 “a4 
6.8 18.1 2.3 100 
Below 30 Below 40 
79.6 97.7 
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paralysis, tremors, or other suspicious 
signs were sacrificed, and pooled sus- 
pensions of brain and muscle tissue were 
passed into a second series of animals. 

Four strains of virus were isolated 
from the 15 specimens, 5 additional 
specimens yielded questionably positive 
results, and 5 stool specimens gave no 
indication of the presence of virus. The 
identification of 4 positive and 5 ques- 
tionably positive specimens out of a 
total of 15 attests to the ease with which 
this virus may be isolated from suitable 
cases. The 4 strains of virus were iso- 
lated from specimens collected at periods 
varying from 1 to 18 days after the onset 
of illness in patients ranging from 7 to 
36 years of age. 

The newly isolated strains were 
identified as Group B Coxsackie viruses 
on the basis of symptoms in very young 
mice, ard inability to infect weaned 
animals of the same strain. Further 
evidence was sur ued by gross and 
microscopic examination of nerve, 
muscle, and adipose tissue from infected 
animals. The symptomatology, as well 
as the gross and microscopic changes in 
the tissues of infected animals, have 
been thoroughly described by Dalldorf * 
and by Melnick and Godman,’ and our 
findings are in agreement with published 
reports. 

It seemed highly desirable to compare 
the antigenic relationships among the 
4 newly isolated strains of virus. The 
use of infant mice born of vaccinated 
mothers, as demonstrated by Melnick,’° 
offered the simplest and most direct 
method. Accordingly, » group of 12 
virgin female mice was inoculated 3 
times weekly for 3 weeks, each sub- 
cutaneous injection consisting of 0.3 ml. 
of live virus, representing about 5 mil- 
lion LDso for 2 day old mice. After the 
9 injections had been given, the mice 
were mated, and a tenth inoculation was 
administered during gestation as a 
booster injection. 

The resulting litters were challenged 
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with the homologous strain of virus as 
well as the other 3 strains. The results 
may be summarized by stating that the 
unweaned mice of vaccinated mothers 
were resistant to several thousand LDs5o 
of each of the 4 strains of Coxsackie 
virus, while normal control mice became 
ill in 3 to 4 days, and died with typical 
symptoms. The evidence indicated a 
very close, if not identical, antigenic 
relationship between the 4 strains of 
virus. 

It seems appropriate at this point to 
mention that no Coxsackie viruses had 
been handled in our laboratory or animal 
quarters prior to the isolation of the 
first strain. Numerous futile attempts 
to isolate additional strains of the virus 
indicate that our methods of isolation 
and handling of experimental animals 
have prevented contamination of the 
surrounding environment with virus. 

After the demonstration that all 4 of 
the virus strains isolated from the 
Hoquiam outbreak were probably iden- 
tical antigenically, one of the viruses 
was forwarded to Dr. Gil ert Dalldorf, 
Director of Laboratories and Research 
of the New York State Department of 
Health. Dr. Dalldorf very kindly sup- 
plied additional data on the virus, and 
confirmed its identification as a Cox- 
sackie virus of Group B, antigenic 
type 3. 

A series of experiments with graded 
collodion membranes of the Elford type 
indicated that a strain of Group B Cox- 
sackie virus was partially retained by a 
membrane with an average pore diameter 
of 31 mu, being present in the filtrate, 
but in reduced quantity. Applying the 
Elford correction factor, the Group B 
virus would measure less than 15 my in 
diameter. This is in general agreement 
with the published data of Quigley ™ 
and others on the particle size of Group 
A viruses. 

It was obviously necessary to demon- 
strate a relationship between clinical ill- 
ness and the virus isolated from the 
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Neutralization of Group B Coxsackie Virus by Paired Sera 
Patient and 100 LDso plus initial serum dilution of 


Days ajter — 
onset 


D.K. 


1-50 
5/5 


3 
0/6 
4/4 


Denominator = Mice tested 
Numerator = Mice dying 
(Animals missing or found dead without typical symptoms omitted) 


stools of patients. Neutralization tests 
supplied final confirmation of the role of 
Coxsackie virus as the etiologic agent of 
the cases of pleurodynia. The usual 
method utilized a constant amount of 
virus, namely 100 LD, >, and varying 
amounts of serum. The results may be 
summarized by stating that paired 
serum specimens from typical cases in- 
variably showed a marked rise in neu- 
tralizing antibody titer, and single 
specimens obtained during convalescence 
showed « significant degree of ability to 
neutralize the test dose of virus. Sero- 
logic study of the 1951 cases is not yet 
complete. Table 3 summarizes the re- 
sults of typical neutralization tests on 
2 pairs of sera. 

The outbreak reported herein is 
attributed to infection with a virus of 
Coxsackie Group B because of the fol- 
lowing facts: (1) The virus was isolated 
from a significant number of specimens 
tested. (2) No virus was isolated from 
at least 40 specimens obtained from un- 
related cases. (3) All 4 strains of virus 
studied were antigenically closely related 
or were identical. (4) Serum specimens 
from patients showed a marked rise or a 
high titer of neutralizing antibodies 
against the newly isolated viruses. 


DISCUSSION 
Dalldorf** has directed attention to 
the necessity for careful study of all 
aspects of Coxsackie virus infections so 


that the importance of these agents as a 
cause of disease may be adequately 
evaluated. The attention directed to- 
ward the various aspects of this new 
group of viruses has naturally resulted 
in an interest on the part of the prac- 
tising physician, who is now aware of 
some of the possibilities, but who un- 
fortunately has in some cases only a 
limited understanding of the problems 
faced by the laboratory. 

It has been our unfortunate experience 


to receive, particularly in the past year, . 


a number of single specimens of serum 
from otherwise well informed individ- 
uals, with a request for serologic tests 
for Coxsackie infection. Informal dis- 
cussions with others engaged in this type 
of work indicate that our experience is 
a common one. 

At the present time, there appear to be 
at least 8 different serologic types of 
Group A Coxsackie viruses, and at least 
3 serologic types of Group B viruses. 
It is obviously entirely unreasonable to 
expect’ the public health laboratory to 
have available the resources and the 
time required to make serologic tests 
under these circumstances. Until such 
time as the number of antigenic types 
becomes better known, possibly followed 
by a polyvalent antigen for use in com- 
plement-fixation tests, the serologic 
study of a single possible case can only 
be performed by specialized laboratories 
with research interests which are willing 
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to undertake the task. Certainly, the 
public health laboratory attempting to 
supply diagnostic assistance in the field 
of virus diseases cannot be expected to 
make the detailed and expensive studies 
required in this instance. 

On the other hand, the need for addi- 
tional information on the clinical and 
epidemiological aspects of Coxsackie 
virus infections is a very real one, and 
there is no thought that widespread 
study of suitable cases should in any 
way be discouraged. We have, there- 
fore, outlined for the physicians of 
Washington State a simple procedure 
whereby suitable material can be ob- 
tained. We request that a stool speci- 
men and a serum specimen be collected 
as early as possible, not later than the 
end of the first week of illness. These 
specimens are stored in the laboratory 
until receipt of the second serum speci- 
men, collected 1 week or more after the 
first. No tests are performed until re- 
ceipt of all 3 specimens, namely, serum 
during the acute and convalescent phases 
and a stool specimen during the early 
stages. Throat washings can be substi- 
tuted for the stool specimen, but may 
not be as useful, generally because of 
the probable persistence of the virus in 
the stools for a longer period. 

It is our practice, after receipt of all 
3 specimens, to inoculate 2 to 3 day old 
mice with stool extracts after processing. 
The need for inoculation of an adequate 
number of mice from at least 2 different 
litters has recently been emphasized by 
Sulkin and his associates.'* 

If there is no evidence of the presence 
of virus after two blind passages from 
the original group of mice, the specimen 
is reported as negative and no tests are 
performed with the serum specimens. If 
a virus is isolated, the neutralizing anti- 
body titer of the sera from the acute and 
convalescent periods must be compared 
to determine whether the patient has a 
rise in antibody to his own virus. 

This relatively straightforward pro- 
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cedure appears to assure the maximum 
information under the present circum- 
stances. The practising physician must 
be made aware of a number of important 
aspects of Coxsackie virus infection, such 
as the unavailability of diagnostic tests 
during illness, the need for submission 
of a set of suitable specimens, the lack 
of significance of virus isolation unac- 
companied by immunologic tests, and 
the need for collection of adequate 
clinical data in each suspected case. 

The above procedures may of course 
be modified when a widespread outbreak 
occurs within a restricted area, with the 
probability of a single antigenic type of 
virus being responsible. On the whole, 
however, the public health laboratory 
today «ust adhere to its established re- 
quirements and leave to the research 
laboratory the study of special cases. 
It has been our experience that the 
physician wiil codperate willingly in 
meeting the needs of the laboratory for 
study of ‘this infection, but that a great 
deal must yet be done to inform the 
medical profession of what the diagnostic 
laboratory can do and what it cannot do 
in the field of the Coxsackie virus in- 
fections. This question must eventually 
be solved at the medical school level, but 
the dissemination of up-to-date informa- 
tion to the busy practitioner is also a 
recurrent problem thzi cannot be 
avoided. 

As knowledge accumulates in this 
new and interesting field, the properties 
—both epidemologic and _physical— 
shared by the Coxsackie and poliomye- 
litis viruses become too obvious to dis- 
regard. Melnick *® has tabulated the 
major features of both groups, while 
Dalldorf, at the May, 1951, meeting of 
the Society of American Bacteriologists, 
commented on the interesting circum- 
stance that the three adequately studied 
outbreaks of epidemic pleurodynia, 
where virus was isolated and related 
immunologically to the illness, all 
occurred during the absence of paralytic 


pa, 

aye 
2 
\ 

a 

t 
: it 
4 > poe 
4 

i 


Vol. 42 EpipeMic PLEURODYNIA 25 


poliomyelitis in the community. This 
was the case in the outbreak we have just 
reported, since only one case of paralytic 
poliomyelitis occurred in Hoquiam dur- 
ing the 1950-1951 season, when the 
pleurodynia outbreak took place. The 
incidence of poliomyelitis in Grays 
Harbor County during the same season 
was about 15 per 100,000 population. 
Preliminary data indicate that the same 
thing is happening this year, with cases 
of pleurodynia again appearing and 
paralytic poliomyelitis being at a low 
level. 


Certainly, one is struck by the many 
close similarities between the 2 viruses. 
Beth Coxsackie and polio viruses have 
been isolated in nature from well car- 
riers; both appear in the throat wash- 
ings and stools of infected individuals 
early in the illness and persist in the 
stools for a number of days; both have 
been isolated from the stools of a single 
individual; both viruses are of the same 
order of size, and their physical prop- 
erties are closely similar. Both polio 
and pleurodynia affect young persons 
more frequently than older individuals: 
both diseases reach a peak of incidence 
in the summer months and conspicuously 
tend toward family outbreaks, with 
strong circumstantial evidence that the 
mode of transmission is similar. 

These and other features appear to be 
more than coincidental. The explana- 
tion of this hypothetical relationship 
can only come after the accumulation of 
sufficient data makes adequate interpre- 
tation possible. In the meantime, the 
laboratory has an important role to 
play in the collection and interpreta- 
tion of pertinent facts, and the work of 
the laboratory must depend on the co- 
operation of the physician in submitting 
suitable specimens. 


SUMMARY 
An outbreak of epidemic pleurodynia, 
with a morbidity rate of at least 5 per 
1,000, occurred in Hoquiam, Wash., in 


the late summer of 1950. The illness was 
attributed to a Coxsackie virus, Group 
B, type 3, on the basis of virus isolation 
and identification from a significant 
number of cases, and because patients 
demonstrated a marked rise in neutral- 
izing antibody titer to the virus. 

Because of the multiple antigenic 
types of agents of the Coxsackie group, 
the virus laboratory is handicapped in 
its efforts to assist in the specific diag- 
nosis of these infections unless the med- 
ical profession codéperates by obtaining 
suitable materials. These should, as a 
minimum, consist of acute and con- 
valescent sera, and a stool specimen or 
throat washing during the first few days; 
clinical and epidemiological details 
should likewise be supplied. 

Some of the numerous close relation- 
ships between poliomyelitis and Cox- 
sackie virus infections have been empha- 
sized. The promise of valuable returns 
from further intensive investigation 
seems reasonable. 
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Hospital Accrediting Commission 


A joint commission for the accredita- 
tion of hospitals in the United States 
has been created by four national 
agencies: the American College of Physi- 
cians, American College of Surgeons, 
American Hospital Association, and the 
American Medical Association. This 
commission will take over the work car- 
ried on for the last quarter of a century 
by the American College of Surgeons. 

The functions of the commission will 
be to formulate standards relating to 
hospital accreditation, to establish the 
type and scope of inspections to be made 
under this program, to assign responsi- 
bility for hospital inspections to the 
several participating organizations, and 
to award certificates of accreditation to 
qualifying hospitals. Presently, there 
are 3,200 hospitals approved by the 
American College of Surgeons. Inspec- 
tions for purposes of hospital accredita- 
tion will be made and reported in a 
uniform manner by staff representatives 
of the participating organizations, with 
the reports to be evaluated and acted 


on by the commission itself. Inspections 
will relate primarily to the professional 
and administrative aspects of the hos- 
pital. They will not be concerned di- 
rectly with the hospital’s teaching pro- 
gram, which continues to be the province 
of the Council on Medical Education 
and Hospitals of the American Medical 
Association. 

The commission will be made up of 
18 members, six each appointed by the 
American Medical Association and the 
American Hospital Association, and 
three each by the American College of 
Surgeons and the American College of 
Physicians. It will be financed by the 
constituent organizations on a basis pro- 
portionate to their representation. It 
is estimated that the combined budgets 
of the four organizations will approxi- 
mate $250,000. 

Canada may later accept an invitation 
to participate, in which case two mem- 
bers will be added to the commission, one 
from the Canadian Medical Association 
and one representing Canadian hospitals. 
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Incidence of Parapertussis in the 


Grand Rapids Area as Indicated by 
16 Years Experience with Diagnostic 


GRACE ELDERING, 


PEARL L. KENDRICK, Sc.D., F.A.P.H.A. 


Cultures 


Sc.D., F.A.P.H.A., AND 


Division of Laboratories, Michigan Department of Health, Western Michigan 


N 1937 a report’ * © was made to the 
Society of American Bacteriologists 
on a group of cultures resembling, but 
not identical with, Hemophilus pertussis. 
The cultures, which were tentatively 
referred to as parapertussis bacilli, were 
first observed in 1935 as unusually large 
colonies on diagnostic cough plates from 
children with suspected whooping cough. 
About the same time, Bradford and 
Slavin? reported a group of eight para- 
pertussis cultures isolated in the area of 
Rochester, N. Y. In a report in 
1941, Miller * said that he had observed 
similar organisms in Denmark, where 
they were known as “green strains” of 
H. pertussis because of the dark zone 
produced in blood medium. Since 1937, 
parapertussis cultures have been received 
in our laboratory from such widely 
scattered sources as California, Ken- 
tucky, Virginia, Illinois, New York, 
Mexico, Denmark, and England. 

For a number of reasons the para- 
pertussis bacillus has been of peculiar 
interest to bacteriologists. Its close anti- 
genic relationship to both H. pertussis 
and Brucella bronchiseptica emphasizes 
that the pertussis bacillus is a misfit in 
the genus Hemophilus, and suggests the 
suitability of including these three species 
in the same genus. In considering the 


Section, Grand Rapids, Mich. 


[27] 


organism in relation to the immunization 
program, several workers including Ram- 
bar * have suggested the use of a mixed 
pertussis-parapertussis vaccine. 

For an adequate discussion of the 
problem we need to consider the inci- 
dence and character of parapertussis in- 
fections. Some information on incidence 
is available for the Grand Rapids area 
from our laboratory records of diagnostic 
cultures, which have been used since 
1932. Since 1935, when parapertussis 
cultures were first isolated, we have 
searched for these organisms on all diag- 
nostic cultures from patients with sus- 
pected whooping cough. The records 
of these 16 years form the basis for 
this report. 


CHARACTERISTICS OF PARAPERTUSSIS CUL- 
TURES IN COMPARISON WITH H. 
PERTUSSIS AND BR. 
BRONCHISEPTICA 

To review briefly the characteristics 
of the parapertussis bacillus, especially 
in comparison with the related species 
H. pertussis and Br. bronchiseptica, the 
three organisms are small Gram-negative 
coccoid bacilli, indistinguishable morpho- 
logically. On Bordet-Gengou medium 
the colonies are similar—-pearly white, 
raised, entire, and surrounded by a hemo- 
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lytic zone—-but the parapertussis and 
bronchiseptica colonies grow more rap- 
idly and are much larger than pertussis. 
Biochemically they are all relatively 
inert; carbohydrates are not fermented; 
indol is not formed; and acetylmethyl- 
carbinol is not produced. In liquid 
medium the final reaction is strongly 
alkaline. Table 1 outlines the differen- 
tial characteristics. 


1 


Different?al Cultural Characteristics of H. 
pertussis, Parapertussis Bacilli, and 

Br. bronchiseptica 

Para- 


pertussis Br. 
Characteristic H. pertussis Bacilli bronchiseptica 


Growth on 

blood-free 

peptone agar 
“Browning” of 

peptone medium 
Motility 

Ability to 

split urea 

Citrate 

utilization 


Occasionally negative 


Parapertussis bacilli differ from H. 
pertussis in their ability to grow readily 
when first isolated on agar medium with- 
out blood. They differ from Br. bron- 
chiseptica in their lack of motility and 
in the production of a brown color in 
peptone medium. Parapertussis and 
bronchiseptica bacilli utilize citrate and 
usually split urea, while H. pertussis 
does not. 


Serologically, antisera produced 


against any one of the organisms will 
show more or less cross-agglutination 
with the other two. In fact, bronchisep- 
tica and parapertussis antisera frequently 
agglutinate the heterologous antigen to 
titer, but reciprocal agglutinin absorp- 
tion tests indicate that the antigens are 
not identical. A more complete anti- 
genic analysis of this group of cultures 
is needed and presents an interesting 
problem for future work. 

The toxin of H. pertussis has been a 
subject for study and discussion ever 
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since Bordet’s work. It is therefore of 
interest that Bruckner and Evans® in 
England prepared toxins from //. pertus- 
sis, Br. bronchiseptica, and parapertussis 
bacilli which were similar in their effect 
on animals and were indistinguishably 
neutralized by pertussis antitoxic serum. 
The role of these toxins, whether in 
disease or in immunity, is still not en- 
tirely clear. 

In experimental animals, suspensions 
of living organisms of all three species 
produce skin reactions of hemorrhagic 
necrosis, and all three injected intra- 
peritoneally in suitable dosage kill guinea 
pigs and mice in approximately 24 hours. 
In mice inoculated intracerebrally with 
selected smooth strains of H. pertussis 
or Br. bronchiseptica, the picture is that 
of a true infection. The animals are 
killed by relatively small doses after 
an incubation period of 5 or more days. © 
Parapertussis strains, on the other hand, 
are relatively avirulent when injected 
intracerebrally. 


DATA 
During the 16 years, 22,135 cultures 
have been examined. The number and 
percentage of positive findings are shown 
in the second table. No differentiation 
was made between cough plate and naso- 
pharyngeal swab cultures. 


TaBLe 2 
Results of Diagnostic Cultures for H. per- 
tussis and Parapertessis Bacilli 
Cultures 
* Total 


Negative 
H. pertussis found 
Parapertussis found 


* Excluding 1396 unsatisfactory cultures. 


The average number of cultures ex- 
amined per year was 1,384, but the 
numbers varied widely, from 132 in 1944 
to 4,609 in 1940. Eighty per cent of 
the cultures were negative. H. pertussis 
was found in 4,377, or 19.8 per cent, 
and parapertussis in 106, or 0.5 per cent. 
These figures represent specimens, not 
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patients, since frequently more than one 
culture was obtained from the same 
child. Of the positive cultures, one in 
every 42 was parapertussis. 

It is of interest to know what pro- 
portion of the reported cases of whoop- 
ing cough are included among the pa- 
tients from whom positive laboratory 
findings were obtained. This correlation 
is given in Table 3. 


TasLe 3 


Reported Cases of Whooping Cough Corre- 
lated with Numbers of Patients with 
Positive Cultures 


Patients with Positive Cultures 
A. 


Period 

1935-1939 

1940-1944 

1945-1949 

1950 

1935-1950 

Average per 
year 


The reported cases of whooping cough 
in Grand Rapids, from 1935 through 
1949, are given by 5 year periods; those 
for the year 1950 are listed separately. 
The total for 16 years is 6,270, with the 
average per year of 392. An attempt 
was made to eliminate from the tabula- 
tions of patients all duplicate specimens 
from the same child, but undoubtedly a 
few have been overlooked. Also, a few 
patients from outside the study area 
are included. The totals show that posi- 
tive cultures were obtained on approxi- 
mately half of the reported cases 
throughout the period. The 65 patients 
from whom parapertussis bacilli were 
isolated comprise 2 per cent of the total 
patients with positive laboratory find- 
ings. Certain facts of interest are not 
shown by the summarized figures. For 
example, there were 5 years, not con- 
secutive, in which no parapertussis cul- 
tures were isolated. The 15 patients 
found during 1950 represent the largest 
number in any one year; there were 12 
in 1948, 10 in 1940 (the year of the 
largest number of reported cases of 
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whooping cough), and smaller numbers 
in the other years. 


CLINICAL CHARACTERISTICS OF 
PARAPERTUSSIS 

Unfortunately, all 65 patients with 
parapertussis infection located durirg 
the 16 year period of observation were 
not studied by precisely the same cri- 
teria under the same diagnostician. Our 
judgment is based upon notes by the 
visiting nurse, comments by the mother 
recorded on the information blanks ac- 
companying the specimens for culture, 
clinical impressions of different physi- 
cians who saw some of the children, and 
23 detailed clinical histories obtained by 
the nurse in reiation to other field study 
series. 

The clinical picture was usually that 
of a mild pertussis-like disease. All the 
children coughed, and in most cases the 
coughs were described as paroxysmal, al- 
though actual whooping was known to 
occur in only seven. When whooping 
was observed it was recorded as rare— 
once or twice in the course of the disease, 
or occurring only for a few days or a 
week. The average dufation of disease 
was three weeks. In one extreme case, a 
three-month-old baby coughed for three 
months, and in another a positive culture 
was obtained during the seventh week of 
disease. At the other extreme were a 
number of children with mild symptoms 
lasting only a week or ten days. One 
patient, from whom both H. pertussis 
and parapertussis bacilli were isolated, 
whooped for a month and had a marked 
weight loss. In the entire series of 65 
cases there were no complications and 
no deaths, 

We recall here the report of Zuelzer 
and Wheeler® of two deaths of very 
young infants with bronchopneumonia 
in which parapertussis organisms were 
isolated at autopsy. It would be mis- 
leading, we believe, to place too much 
emphasis on these interesting but proba- 
bly very rare findings. 
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SOURCE OF INFECTION 

As to the source of the infections, 
very little information could be obtained. 
A few related cases were recognized. 
For example, there were three instances 
of three cases in a family and four in- 
stances of two. In a number of families, 
other children besides the one with the 
positive culture were reported to have 
similar coughs, suggesting possibly re- 
lated cases. Evidence of contact outside 
the family was found on three occasions, 
when positive cultures were secured from 
children in two associated families. A 
few of the mothers stated that a play- 
mate had had an undiagnosed cough; 
but in approximately half of the infec- 
tions there were no known associated 
cases. 
Of 55 of the children on whom re- 
liable information could be secured, 32 
had had pertussis vaccine, and 7 of 
these had also had a booster injection. 


COMMENTS 

The data just presented suggest that 
in the area studied the incidence of 
parapertussis infections in comparison 
with perv’ ussis is low. The relative mild- 
ness of the infection, however, may pre- 
vent our obtaining a true picture as to 
prevalence. In New York, Bradford's 
study * indicated that parapertussis was 
the etiologic agent in 5 per cent of the 
whooping cough cases during a relatively 
short period of observation. In Cali- 
fornia, Miller* concluded, on the basis 
of agglutination tests on sera from chil- 
dren with negative histories, that para- 
pertussis infections, either subclinical or 
too mild to be called to the attention of 
a physician, were common. That para- 
pertussis infections may sometimes be 
more prevalent is suggested by a recent 
experience in Copenhagen. In a letter re- 
ceived in February, 1951, from Dr. Hans 
Lautrop* of the State Serum Institute, 
he tells of isolating 150 parapertussis 
cultures during three or four months 
at the rate of about 10 a week. The 
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parapertussis cultures during November 
and December, he stated, were 23 per 
cent of the positive findings from per- 
tussis-like disease. He described in some 
detail the clinical course of disease, 
which closely resembled what has been 
observed here. In a recent report from 
England (Medical Research Council *), 
parapertussis bacilli were isolated from 
24 children, in comparison with 482 with 
H. pertussis infection. 

In considering the question of includ- 
ing parapertussis bacilli in pertussis 
vaccine, several points should be borne 
in mind. The problem needs to be con- 
sidered from the standpoint of incidence 
and severity of disease in the particular 
geographic area of interest; that is, 
does the disease constitute a public 
health problem? In the Grand Rapids 
area the incidence of recognized infec- 
tion is low and the disease mild. At the 
present time, therefore, the problem is 
not of sufficient magnitude to warrant a 
vaccination program. If under different 
circumstances a mixed vaccine were ever 
to be seriously considered, we would need 
to know the immunizing effects of the 
separate antigens on the two diseases; 
also, what effect the addition of para- 
pertussis bacilli would have on the tox- 
icity of the mixed vaccine. In com- 
parison with pertussis vaccine, para- 
pertussis vaccine is a poor immunizing 
agent against pertussis infection in mice.® 
The immunizing effect of either antigen 
against parapertussis infection has not 
been studied in mouse protection tests 
because no culture has yet been found 
of sufficient virulence to be used for 
challenge. 


SUMMARY 

During the 14 years from 1935 
through 1950, 22.1.’5 diagnostic cultures 
have been examine! fo H. pertussis and 
the parapertussis be illus. Positive find- 
ings were reported in 4,483 specimens, 
of which 106 were parapertussis and 
4,377 were pertussis bacilli, representing, 
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respectively, 0.5 and 19.8 per cent of 
the total specimens. 

The positive parapertussis cultures 
were from 65 patients, in comparison 
with 3,263 patients from whom H. per- 
tussis was isolated. During the period 
of study there were 6,270 reported cases 
of whooping cough in the area. 

In general the parapertussis infections 
were much milder and of shorter dura- 
tion than those caused by H. pertussis. 
These findings indicate that in the area 
studied, parapertussis infections were of 
relatively slight public health signifi- 
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Bacilius bronchisepticus but Identical with Neither. 
(Abstract.) J. Bact. 33:71, 1937. 
: A Species Resembling 
and Bacillus bronchi- 
septicus but Identical with Neither. /. Bact. 35: 
$61-S72, 1938. 


Produced by Its 
Certain Media. AJ.P.A, 27, 12: 
1277-1282 1937. 
T. M., and Si 
J. 


Clinical and 
J. Pediat, 19:229-240, 1941. 
and 


556-559, 1947. 

L E., and Evans, D. G. 
parapertussis and the Relationship of 

to A. pertussis and Br. 

J. Path. & Bact. 49:563-570, 1939 

Zuelzer, W. W., and Wheeler, W. E. Parapertussis 

Pneumonia. 29:493-497, 1946. 

Lautrop, Hans. Personal communi ation, 195i. 

A Medical Research Council Investigation. The 

Prevention of Whooping Cough by Vaccination. 

Brit, M. J. June 30, 1951, pp. 1464-1471. 

Unpublished data. 


Laboratory Refresher Courses 


The 1952 schedule of laboratory 
training courses to be given by the Com- 
municabie Disease Center of the U. S. 
Public Health Service is now available. 
These courses, usually two weeks in 
duration, in a few instances, one, three, 
or four weeks, are all given at the 
laboratory in Chamblee, Ga., except 
those dealing with viruses, which are 


given at the virus laboratory in Mom- 
gomery, Ala. The courses are planned 
under the general direction of Senior 
Surgeon R. F. Reider, chief of the Labo- 
ratory Training Services. The schedule, 
application forms and further infor- 
mation from Chief, Laboratory Train- 
ing Services, Communicable Disease 
Center, P. O. Box 185, Chamblee, Ga. 
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The Level of Immunization of Preschool 


Children in Wichita 


DONALD O. COWGILL 
Professor of Sociology, Municipal University of Wichita, Wichita, Kans. 


E purpose of the study which is 
reported here was to get an accurate 
and somewhat detailed picture of the 
pattern of immunization practice with 
reference to preschool children in the 
City of Wichita. 

The children included in the study 
were selected as a representative sample 
of preschool children in Wichita. 
Initially, every sixth case was drawn 
from birth records of the city between 
January 1, 1944, and December 31, 
1949, inclusive. The latest city directory 
was then consulted to identify those 
cases still available for interview either 
at the same address or a new address 
within the city. Many families had 
removed from the city or were not to 
be found. This reduced the sample, 
especially for the early years of the birth 
records. To correct for this distortion, 
cases were eliminated by sampling from 
each year to the level of the earliest 
year, i.e., 1944. In this way a random 
sample of 6 per cent of the births 
occurring in each year was finally se- 
lected. This gave a preliminary sample 
of 1,933 children to be included in the 
study. 

This was considered an adequate and 
representative sample and it was hoped 
that most of them would be available for 
study, since the families were still listed 
in the latest city directory. However, 
another 571 cases were lost because they 
were not to be found at the listed ad- 
dress. 

Unfortunately, an undue proportion 
of these losses were for 4- and 5-year 
olds, hence the sample was slightly dis- 
torted toward the younger years, in spite 


of all the precautions taken to keep it 
representative. 

The final number of children included 
in the study was 1,362. 

A volunteer corps of interviewers was 
used in the study. These interviewers 
attended a training session before going 
into the field. They then interviewed 
the chief homemaker for each child in 
the study and filled out a schedule for 
each family containing such a child. 


GENERAL LEVEL OF {MMUNITY IN 
WICHITA 

From half to three-fourths of the pre- 
school children of the sample had been 
immunized at the time of the study. 
The level varied by age and by disease. 
Within the preschool ages, the maximum 
protection was attained against whoop- 
ing cough. Seventy-seven per cent of the 
children were presumed to be immune 
from this disease, although nearly 5 
per cent had acquired immunity the hard 
way—by having the disease. The pro- 
portion of children who had been 
artificially immunized for whooping 
cough was 72.7 per cent. Next in order 
was diphtheria, for which 71 per cent 
of the children had been immunized. 
Slightly less than two-thirds, 64 per 
cent, had been immunized for tetanus. 
Lowest of the four diseases studied was 
smallpox. Only a little more than one- 
half, 51 per cent, of the children had 
been vaccinated for smallpox. 

Whooping cough was the only one 
of the four diseases which had actually 
been contracted by any significant num- 
ber of children, and the only one for 
which any significant proportion of 
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Immunizetion Status of 1,362 Preschool Children for Four Diseases, October, 1950 


Total Per cent Perc 
Im- of Had Number of Total Not im- of Neo In- Percent 
ed Disease Immune Immune munised Total 
989 2.7 64 1,053 77.4 299 22.0 10 0.7 
Diphtheria 968 71.1 1 969 71.2 382 28.1 10 0.7 
.6 0 866 63.6 481 35.3 4 1.0 
4 tt) 699 $1.4 654 48.1 8 0.6 


the children had become immune by 
having the disease. None of the children 
had had tetanus or smallpox and only 
one case of diphtheria was reported. 

It is of major importance to know the 
level of immunization at different ages. 
Table 2 shows the percentages of each 
preschool age group presumably immune 
from whooping cough, diphtheria, tet- 
anus, and smallpox. 

Seventy-one per cent of the children 
under | year of age were reported to 
have been immunized for whooping 
cough or to have had the disease. The 
percentages increased steadily but slowly 
with age. Seventy-three per cent of the 
children 1 year of age were presumed to 
be immune; 75 per cent of those 2 years 
of age, 81 per cent of those 3 years of 
age, and 84 per cent of those 4 years of 
age. Ninety per cent of those 5 years 
of age, the kindergarten age, had been 
immunized or were presumably immune. 

Fewer children at each age level had 
been immunized for diphtheria than for 
whooping cough. Slightly less than 
two-thirds, 65 per cent, of the children 
under 1 year of age had been immunized. 
About the same proportion of children 1 
year of age had been immunized, but 
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TABLE 2 
Per Cent of 1,361 Preschool Children Immunised for Four Diseases, by Age, Wichita, 1950 


the percentages increased for the higher 
ages: 68 per cent for 2-year-olds, 75 
per cent for 3-year-olds, 79 per cent for 
4-year-olds, and 85 per cent for the 
5-year-olds. 

Only slightly fewer Wichita children 
under | year of age had been immunized 
for tetanus than had been immunized 
for diphtheria, but the pattern for the 
older ages is decidedly different, as 
shown in Table 2. While 62.5 per cent 
of the infants under 1 year of age had 
been immunized for tetanus, this was a 
higher percentage than the next two age 
groups; only 60 per cent of the l-year- 
olds, and less than 62 per cent of the 
2-year-olds had been immunized. Even 
the older children show little increase; 
the percentages immunized were: 64 per 
cont for 3-year-olds, 68 per cent for 4- 
year-olds, and 71 per cent for S-year- 
olds. Apparently there is little immuni- 
zation for tetanus between infancy and 
school, and if a child has not been im- 
munized in his first year, there is little 
likelihood that he will gain such im- 
munity before his sixth birthday. 
However, this hypothesis will be tested 
more specifically later in this report. 
Only 31 per cent of the children under 


ge on 
January 1, 1950 Cough Diphtheria Tetanus Smallpox 


Under 1 


f 
. 
? 
te 
} 
1 72.9 65.6 60.3 43.5 
2 75.1 67.6 61.6 48.0 
3 80 8 4.8 64.1 $8.4 a 
2 4 84.0 79.4 67.5 69.0 
89.7 85.2 71.3 80.0 + 
All ages 77.4 71.2 63.6 51.4 
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Age at Immunization During First Year After Birth for Children Born January 1, 1944- 
December 31, 1949, Wichita, Kans. 


Per cent 
Immunized for 
Whooping Cough 


100.0 


1 year of age had been vaccinated for 
smallpox. The proportion increased 
steadily and rapidly with age. Forty- 
four per cent of the 1-year-olds had been 
immunized, 48 per cent of the 2-year- 
olds, 58 per cent of the 3-year-olds, and 
70 per cent of the 4-year-olds. The 
level of immunity for smallpox rose to 
80 per cent for the kindergarten age. 
This was a higher ratio of immunity 
than for tetanus at the same age 
level. 


AGE AT IMMUNIZATION 

The time at which immunization is 
performed is of considerable significance. 
There appears to be a tendency among 
medical authorities in recent years to 
recommend earlier immunity, even to 
the point of administering the immuniza- 
tion while the infant is still in the hos- 
pital following birth. On the other 
hand, it is suspected that the emphasis 
on preschool “round-ups” may have led 
some parents to postpone immunization 
until the children are ready to enter 
school. What are the facts? 

Of all of the children in the survey, 
45 per cent had been immunized for 
whooping cough by their first birthday. 
Somewhat fewer had been immunized 
for diphtheria and tetanus so early, 40 
per cent and 36 per cent respectively, 
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100.0 100.0 100.0 
and only 17 per cent had been vac- 
cinated for smallpox. 

The fact that these percentages are 
so much lower than the percentages for 
all children under 1 year of age on Jan- 
uary 1, 1950, may indicate that there 
has been a trend toward earlier immuni- 
zation. This will be tested more 
specifically later. 

Table 3 shows the pattern of immuni- 
zation practice during the first year for 
this sample of children. The number 
and per cent of immunizations during 
the first month were not great, but were 
nevertheless probably significant. This 
ranged from 2 to 3 per cent for all four 
diseases. 

After a limited amount of immuniza- 
tion in the first month of life, there was 
little further in the way of preventive 
measures for several months. Further- 
more the pattern differed for the different 
diseases. Immunization for whooping 
cough, after practically no immunization 
during the second month, rose to a peak 
at midyear, then dropped again to a 
relatively low level at the end of the 
year. Diphtheria and tetanus reflected 
generally similar patterns but with two 
particular differences: While both evi- 
denced peaks in the 6th month, these 
peaks were not as high as in the case 
of whooping cough, and the decline in 


34 

[a Per cent Per cent Per cent 4 
Immunized for Immunized for Immunized for 
Diphtheria Tetanus Smallpox 

Gas 
h 2.2 
under 2 months 0.8 
under 3 months 4.1 
ay under 4 months 4.8 

under months 10.4 

i under 6 months 25.1 1 ; 
under 7 months 13.7 1 
pent under 8 months 13.2 1 
under 9 months 8.9 1 
under 10 months 1 
1 under 11 months 4.8 
1 under 12 months 5.9 
Total immunized during 
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Igter months was less marked than for 
whooping cough. In fact, for both 
diphtheria and tetanus there was a 
noticeable tendency toward a secondary 
peak at about the 8th month. 

In the case of smallpox, the pattern 
was distinctly different. Not only were 
there fewer immunizations im the Ist 
year, but those which were performed 
took place late in the year. Here we 
found two tendencies, one evidenced by 
an initial peak in the 9th month and a 
final one at the end of the year. The 
prevailing tendency appeared to be 
toward vaccination for smallpox at 12 
months of age, if, indeed, vaccination 
was performed during the Ist year at all. 

Whereas 45 per cent of the children 
were immunized for whooping cough in 
the Ist year, only 9 additional per cent 
were given such protection during the 
2nd year (see Table 4). Thereafter, 
until the child started to school, little 
further attention was given to immuni- 
zaticn for whooping cough, as indicated 
by the fact that only from 2.5 to 1.5 
per cent were immunized in the 3rd, 
4th, 5th, and 6th years. The same gen- 
eral pattern was evident for diphtheria 
and tetanus. 

In the case of smallpox, the very low 
percentage vaccinated in the Ist year 
was partially compensated for by a 
greater tendency to be vaccinated at 
older ages. In addition to the 17 per 
cent vaccinated by their Ist birthday, 
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another 15 per cent were vaccinated 
during the 2nd year, and from 2 to 4 
per cent in each of the remaining years 
up to 6 years of age. By that time, 
slightly more than half of the children 
had been vaccinated for smallpox, 
although the mothers of 9 per cent of 
the children could not state at what age 
vaccination had been performed. 

It will be noted that no definite date 
was given for the immunization of 
approximately 10 per cent of all the 
children. This was due chiefly to diffi- 
culty in recalling the incident and was 
not an unexpected result. However, 
these children were known to have been 
immunized and must be included in the 
figures for total immunized, even though 
the immunizations cannot be dated. Just 
how this inability to date the immuniza- 
tion affects the data on age at immuni- 
zation is not known. Presumably this 
would be more prevalent among mothers 
of older children and if there have been 
significant changes in practice in recent 
years, some distortion would result. 


TREND OF AGE AT IMMUNIZATION 

There is marked evidence that chil- 
dren born in the last several years were 
being immunized younger than children 
born in the mid-1940’s. This probably 
represents a trend toward immunization 
in earlier years. Fifty-five per cent of 
the children born in 1949 had been im- 
munized for whooping cough by their Ist 


Per cent of Preschool Children Immunized at Specific Ages for Four Diseases, Wichita, Kans. 


Per cent Per cent Per cent Per cent 
Immunized for Immunized for Immunized for Immunized for 

Age at Immunization Whooping Cough Diphtheria Tetanus 
Under 1 year 44.8 40.5 36.6 16.6 
1 and under 2 years 9.0 11.2 9.6 14.6 
2 and under 3 years 2.6 2.6 2.7 5.9 
3 and under 4 years 1.6 2.0 2.1 2.4 
4 and under 5 years 1.8 1.8 1.6 2.7 
5 and under 6 years 1.6 1.8 1.7 2.1 
Immunization, date unknown 11.1 11.1 9.2 8.2 
Had disease 4.7 0.1 0.0 0.0 
No immunization 22.1 28.2 35.5 48.2 
No information 0.7 0.7 1.0 0.6 
Total 100.0 100.0 100.6 100.0 
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birthday as compared with only 41 per 
cent of the children born in 1944. The 
earlier immunization for later babies is 
evident at all age levels except at 1 
month. There is no evident trend in the 
practice of immunization during the Ist 
month. 

Some of this difference may be due to 
the shortage of doctors during the war 
years, but this cannot account for a con- 
tinuing difference between children born 
after demobilization and those born in 
most recent years. For example; only 
44 per cent of the children born in 1947 
had been immunized by the end of the 
ist year, while 55 per cent of the chil- 
dren born in 1949 had been immunized 
during the same life period. 

These differences extend into the 
higher age levels. Fifty-seven per cent 
of the children born in 1948 were im- 
munized for whooping cough by their 
2nd birthday, while only 47 per cent 
of the 1944 babies were immunized in a 
comparable period. Fifty-nine per cent 
of the 1947 babies were immunized for 
whooping cough by their 3rd birthday, 
whereas only 48 per cent of the babies 
of 1944 were immunized by that time. 
Fifty-seven per cent of the babies born 
in 1946 had been immunized during 
their first 4 years, as compared with only 
50 per cent of the 1944 babies. More 
of the 1945 babies were immunized for 
whooping cough in the first 5 years than 
those born the previous year. 

One interesting deviation from the 
general trend was a notable delay in 
the immunization of children born in 
1945. Fewer of these children were im- 
munized for whooping cough during the 
Ist year than children born in the pre- 
vious year. However, this lag was 
quickly remedied in later years. By the 
end of the 2nd year, 47 per cent of both 
groups had been immunized, and for 
subsequent periods a greater proportion 
of the 1945 babies had been immunized. 

Some of the difference between the 
ages at immunization for early and 
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recent babies may be traceable to failure 
on the part of mothers of older children 
to report the date of immunization. This 
amounted to 18 per cent of the totai for 
1944 babies, and only 8 per cent of the 
tetal for 1949 babies. However, this 
cannot account for all the difference. 

A similar tendency for children born 
in recent years to be immunized in 
greater nuinbers and at earlier ages is 
evident for both diphtheria and tetanus. 
At nearly all age levels, a greater pro- 
portion of children born in more recent 
years had been immunized than of chil- 
dren born earlier. However, again as 
in the case of whooping cough, there is 
an interesting and unexplained lag in the 
immunization of children born in 1945. 
For several age levels a lower propor- 
tion of these children had been im- 
munized than of children born the 
previous and subsequent years. 

Whereas the pattern of immunization 
for whooping cough, diphtheria, and 
tetanus is definitely one of progress 
toward more widespread and earlier im- 
munization, this is not the case with 
smallpox. 

There is some evidence here of a de- 
crease in the proportion of children 
immunized at specific age levels. For 
example, whereas 44 per cent of the 1944 
babies had been immunized by 4 years 
of age, only 41 per cent of the 1947 
babies had been immunized at a com- 
parable age; and while 54 per cent of 
the 1944 babies had been immunized by 
their Sth birthday, 45 per cent of the 
1946 babies had been immunized by that 
birthday. 

If the dates could be known for the 
immunizations which were not dated, 
this retrogressive trend with regard to 
smallpox would be exaggerated, since a 
greater proportion of the immunizations 
of children born in earlier years was 
undated. When this is considered, the 
evidence seems unmistakably to indicate 
a declining level of immunization for 
smallpox for children born recently and 
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an increasing tendency to postpone im- 
munization for smallpox. 


SEASON OF IMMUNIZATION 

A large proportion of all immuniza- 
tions took place in the summer months. 
While it is obvious that doctors’ recom- 
mendations with regard to immuniza- 
tion at specific ages were followed to 
some degree and that this tended to 
spread immunization throughout the 
year, it is also apparent that there was 
some seasonality. 

If we lump all types of immunization 
together, it appears that August and 
September were the peak months. Sep- 
tember was the highest month for 
tetanus and smallpox when the totals 
were computed for the six years 1944 
through 1949. September was also high 
for other diseases, although August and 
June tended in some instances to be as 
high or higher. 

In all cases also there was a secondary 
peak early in the summer, usually in 
June. This was most marked for 
whooping cough. In this instance, June 
and August ranked equally high. 

The over-all pattern is a bimodal one, 
with high points in June and August- 
September. The late summer peak may 
in part indicate preschool immunization, 
with some of the younger children 
accompanying older brothers and sisters 
for their “shots.” In any event, the 
most marked seasonal pattern is evident 
in the Sth year of age, when the children 
are being readied for kindergarten. 
August and September register many 
immunizations of such children and this 
pattern is most marked for smallpox. 

Another point to be noted in regard 
to seasonality is that January, February, 
and March represent the months of least 
immunization activity. Only one-half 
as many immunizations are performed 


in January as in Augist or September. 


SUMMARY 
The purpose of this study was to 
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ascertain the level of immunization of 
preschool children in the City of Wichita 
and to determine when such immuniza- 
tion was being carried out. The chief 
findings of this study may be sum- 
marized as follows: 


1. From half to three-fourths of the pre- 
school children of Wichita had been im- 
munized: 51 per cent for smallpox, 64 per 
cent for tetanus, 71 per cent for diphtheria, 
and 77 per cent for whooping cough. 

2. The level of immunization increased with 
the age of the children. The percentages of 
children under 1 year of age immunized were: 
for whooping cough, 71 per cent; for diph- 
theria, 66 per cent; for tetanus, 63 per cent; 
and for smallpox, 31 per cent. The percentages 
for 5-year-olds were: 90 per cent for whoop- 
ing cough, 85 per cent for diphtheria, 71 per 
cent for tetanus, and 80 per cent for small- 
pox. 

3. Of the immunizations performed in the 
Ist year, the greatest number for whooping 
cough, diphtheria, and tetanus took place at 6 
months of age. For diphtheria and tetanus 
there was a secondary peak at 8 to 9 months 
of age. The greatest frequency of smallpox 
immunizations during the Ist year took place 
at 12 months, although there was a secondary 
peak during the 8th and 9th months. 

4. Relatively few immunizations were per- 
formed between the Ist and the Sth year of 
life. If the child was not immunized in the 
ist year, it was probable that he would not be 
immunized until he was ready for school. 

5. There was a trend toward earlier im- 
munization for whooping cough, diphtheria, 
and tetanus, but on the other hand, for chil- 
dren born during the later years of the survey 
period, immunization for smallpox was per- 
formed less frequently and was delayed to a 
later age. 

6. A large proportion of the immunizations 
took place in the summer months, especially 
June and August-September. 
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Labor, Management, and the Official 
Agency—Relationships Illustrated by a 
Plant Study* 


HERBERT K. ABRAMS, M.D., M.P.H., F.A.P.H.A. 


ie, Bureau of Adult Health, California State Department of Public Health, 
Berkeley, Calif. 


E work of a governmental indus- 
trial hygiene agency involves activi- 
ties which are more complex than the 
control of occupational diseases. In- 
vestigation of occupational health haz- 
ards, measures for their prevention, 
promotion of good health services in 
plants—these are the cardinal elements 
of the program. But in the background 
of all of these and directly bearing on the 
success or failure of the program are the 
more complex social and economic 
factors, for example: attitudes of labor 
and management to health measures; 
attitudes of labor and management to 
each other; and attitudes of these groups 
to the governmental agency. 
A governmental industrial hygiene 
agency must observe certain basic 
principles if its work is to be successful: 


1. It has primary responsibility to safeguard 
the health of workers. 

2. Its technical work and its policies must be 
unbiased. 

3. It must be able to speak authoritatively 
regarding health hazards and the adequacy of 
measures for protecting the health of em- 
ployees. 

4. It must be able to interpret intelligently 
its program to labor and management and to 
the health professions. 

5. It should endeavor so to conduct 
studies that not only the plant’s previous 


* Presented before the Industrial Hygiene Section 
of the American Public Health Association at the 


Seventy-ninth Annual Meeting in San Francisco, Calif., 
October 30, 1951. 
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methods and programs but also its own are 
improved thereby. 


UNION REQUESTS STUDY 

Recently, the Bureau of Adult Health, 
California State Department of Public 
Health, had a particularly challenging 
opportunity to test these principles. The 
union at a large lead smelter came to 
the bureau in search of medical advice 
on the lead problem. The initial re- 
quest was for advice concerning the 
adequacy of provisions in the collective 
bargaining contract on protection of 
employee health from lead. They com- 
plained that, whereas formerly iour 
blood smear tests per year on each man 
had been mandatory, the company had 
suddenly abrogated this policy and in- 
stead was doing less frequent testing and 
then only on the urine. Union repre- 
sentatives also complained that the men 
were not being informed of the results 
of the tests taken. They suspected that 
there was still a lead hazard in the work 
and they were concerned as to whether 
they were being adequately protected. 

This approach was followed by a 
union request to the bureau that it in- 
vestigate the entire plant for evidence of 
lead hazards and make recommendations 
for control. 

During the course of, and since the 
conclusion of, this project. bureau per- 
sonnel have been confronted with many 
questions which arise in the daily life 
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of an official industrial nygiene agency. 
How do we handle a union request? 
Who gets the report? How is the report 
written? How do we work with the com- 
pany? How can we do an honest job and 
at the same time not become embroiled 
in a labor-management dispute? At the 
conclusion of the project, what has been 
gained, or lost, by the workers, the man- 
agement, the bureau, the people gen- 
erally? Where private medical and 
industrial hygiene facilities exist, what 


_should be the extent of our work? In 


essence, what is the role and responsi- 
bility of a governmental industrial 
hygiene agency? This study pointed up 
these issues so strikingly that we felt a 
report to the profession would be helpful 
in stimulating discussion and clarifica- 
tion of methods. 

It was relatively simple to explain to 
the union men the rationale behind the 
type of tests chosen by the company for 
evidence of lead poisoning. We explained 
that the quantitative test on the urine 
was superior to the blood smear and 
after conferring with the company 
medical staff, we also learned to our 
satisfaction that they were following a 
conscientious checking program—doing 
as many urine tests as necessary on men 
whose findings or exposures were high, 
and less frequent testing on those men 
for whom it was found unnecessary. 
Bureau representatives were able to ex- 
plain this policy to the union and it was 
accepted. The company was chagrined 
to learn that it had permitted this matter 
to become an issue simply because it 
had failed to inform the union of the 
reasons for the change in policy. Man- 
agement appreciated having this point 
cleared up. 

During the course of this episode, at 
the bureau’s initiation, conferences were 
held in the bureau offices with repre- 
sentatives of the union and the company, 
including one conference in which med- 
ical representatives of the two groups 


met together. It was during this period 
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that the company agreed to cosponsor, 
with the union, an invitation to study 
the plant for lead health hazards. 

However, collective bargaining talks 
became deadlocked over economic issues 
and the projected study had to be post- 
poned because of a 90 day strike. It 
was in this atmosphere that the bureau 
later commenced its study. 


THE STUDY 

While the bureau realized a need to 
combine medical with engineering pro- 
cedures, only an environmental study, 
including air sampling and chemical 
analysis for lead, was at first contem- 
plated. Upon completion of the en- 
vironmental phase of the study, it 
became apparent that a clinical study 
of the workers was essential to evaluate 
correctly the extent of the lead health 
hazard. Such a study was proposed to 
both the union and the company and 
both agreed. Both groups were informed 
that none of the findings would be re- 
leased until after the medical study was 
completed. 

The environmental phase of the 
project was conducted with as full par- 
ticipation by the company and union as 
any agency could hope for. Each time 
an engineer of the bureau took air sam- 
ples, he was accompanied by a repre- 
sentative from the company and one 
from the union. Parenthetically, it is 
of interest to note that the time of the 
union representative was paid for by the 
union. When the union man felt that 
the particular process being sampled 
was not in typical operation at the time, 
the bureau engineer would arrange for 
additional samples at other times. Ample 
opportunity was given to both sides to 
see the method of sampling and to object 
if either thought anything was wrong. 
In some cases, an industrial hygienist 
from the company took samples at the 
same sites, and there was opportunity 
later to compare results, although the 
bureau made it clear to the company 
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that it would report only its own re- 
sults, irrespective of company findings. 

Discussions with management and 
with the union took place before the 
engineering sampling. Following these, 
meetings were also held to learn the time 
spent by employees in different ex- 
posures on which to establish 8 hour 
(“weighted”) exposure levels for jobs. 
Before the medical study was planned, 
and again before it was begun, the in- 
formation to be obtained and the extent 
of medical study were cleared with both 
management and union representatives. 
The fundamental right of each employee 
to decide to what medical personnel his 
findings should be made available was 
established and safeguarded from the 
outset. Criteria to be used in evaluating 
medical data were presented to and dis- 
cussed with physicians for both the 
union and management. These _ discus- 
sions led us to revise some of our state- 
ments so that we could all agree on the 
meaning of the language used. As a re- 
sult, company and union representatives 
approved in advance the validity of our 
interpretations of the data, and com- 
municated their technical approval to 
their respective organizations. Thus the 
data we submitted, in effect, became not 
just our findings but also theirs. It is 
difficult to overstress the force of this 
point. 

With the aid of the bureau public 
health analyst, a 20 per cent cross- 
section sample of employees working in 
all departments was selected, taking into 
cognizance length of employment. Forms 
were prepared, and a physician and 
nurse team did the medical study, which 
included: history, general physical ex- 
amination, and laboratory tests. The 
battery of tests included: complete 
blood count; blood smears for stippling 
and basophilic aggregation; sedimenta- 
tion rate; quantitative lead detsrmina- 
tions in blood and urine; urine albumin; 
and, for good measure, urine sugar. Lead 
levels were determined by both the 
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‘dithizone and spectrographic methods. 


In addition, porphyrinurias were de- 
termined as an experimental project, 
and with the aid of equipment and a 
chemist furnished by the company to 
the bureau. It was understood that the 
porphyrin tests would not be considered 
in the results of the study but would 
serve as an incidental research project to 
evaluate its usefulness and compare its 
efficiency with the other tests. 

Summaries of clinical findings on each 
individual were sent as he directed, 
either to the plant physician or to his 
own physician. 

In summary of the laboratory work, 
157 air samples were analyzed; over 
1,000 biochemical analyses done; and 
over 500 blood cc''ats and smears ex- 
amined. 


FINDINGS OF STUDY 
Results of the investigation in this 
study may be summarized as follows: 


1. Inadequately controlled, large-scale ma- 
terials-handling and processing operations, 
together with secondary sources of settled dust, 
resulted in a general plant atmospheric con- 
tamination near the maximum acceptable con- 
centration (MAC) of 0.15 milligrams of lead 
per cubic meter of air, and in the weighted 
employee exposures exceeding this figure at all 
operations studied. In part, these exposures 
resulted from inadequate maintenance of 
existing control equipment. 

2. There was evidence of clinical effects at- 
tributable to lead exposure. In the 20 per 
cent sample of employees examined (108 out 
of 542), 82 per cent showed either excessive 
lead excretion (over 0.15 mg. per liter of 
urine) or more positive findings. These were 
of a relatively mild nature. 

3. When employees were grouped according 
to levels of weighted atmospheric lead ex- 


and the frequency of clinical findings at- 
tributed to lead. 


POLICY IN REPORTING 

The Bureau of Adult Health makes 
investigations of occupational disease 
problems on request of management, 
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trade unions, and official agencies, and 
on its own initiation. In studies re- 
quested by management, the report of 
findings and recommendations is de- 
livered only to management. It is be- 
lieved that a voluntary request for study 
of a problem is itself evidence of interest 
in it, and hence promises correction of 
whatever hazard may be found to exist. 

When employees, through their union, 
make a request for a bureau study, 
identical reports of findings are delivered 


- both to management and to the union; 


to the former because the primary re- 
sponsibility for carrying out recom- 
mendations will be management’s re- 
sponsibility; to the latter because the 
union is the employees’ representative. 

Since the study under discussion had 
been requested initially by the union, 
identical reports of our findings and 
recommendations were given to both 
union and company. The original of 
the report was sent to the union, and a 
copy to management. This procedure 
was followed to assure both parties that 
they were receiving the same report and 
was so understood. 


REPORT AND FOLLOW-UP 

The bureau requested a labor-manage- 
ment round table meeting for the pur- 
pose of presenting its findings and 
recommendations, to be held about one 
week after the written report had been 
received. Such a meeting was held at 
the plant. 

The company was represented by 
several top administrative personnel, its 
national industrial hygiene consultant, 
the national medical director, the na- 
tiona'! industrial hygiene engineer, and 
the local plant physician. 

The union was represented by three 
onficers and by the medical consultant 
whom it had employed especially to 
advise the union on medical questions 
and to enable the union to have a spokes- 
man who could participate in the dis- 
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fortunate in obtaining a physician with 
wide industrial experience and high pro- 
fessional integrity. 

The bureau was represented by 
several staff members. The county 
health officer and health educator, who 
had been consulted throughout the 
course of the study, were also present. 

The report was read word for word 
by the bureau chief. It stated there was 
need to protect the health of employees 
further, both by engineering improve- 
ments and by individual safety practices. 
This was evident not only in the jobs of 
highest exposure but also in areas now 
receiving too little attention by man- 
agement and too little understanding 
care by employees. Wage differentials, 
it was pointed out, are not an acceptable 
substitute for health protection. 

While other specific recommendations 
were made, I should like to cite the two 
major ones: 

1. A continuously operating local engineer- 
ing control program should be estabiished. 
The objective should be not only to improve 
but also to maintain control measures so that 
lead fumes and dust are controlled at the 
point of emission in the plant, to the degree 
that working conditions are equivalent to na- 
tionally accepted standards for the lead in- 
dustries. 

2. Participation of employees in measures 
for their own health protection is essential to 
successful protection against occupational ill- 
ness. This must be based on the individual's 
understanding of necessary precautions. An em- 
ployee t health committee should 
be established. Its personnel should include 
employee representatives from the most im- 


industrial hygiene engineer, the plant physician 
and/or plant nurse, and other representatives 
of plant management. This committee would 


‘serve as a clearing house for health informa- 
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Following the reading of the report, 
there was general discussion. Various 
questions were raised to clarify specific 
parts of tue report. The findings were 
accepted by both groups without chal- 
lenge of any basic point. Most of the 
discussion revolved about the recom- 
mendations. The company in general 
agreed with these principles. Company 
representatives announced their inten- 
tion of employing an industrial hygiene 
engineer for the plant in accordance 
with one of our recommendations. They 
described improvements they had made 
in the plant in the past several years 
and declared their intention to continue 
improvement. 

The company declined to set up the 
employee-management health committee. 
The union spokesman emphasized that 
this was the most important measure to 
be taken to improve the situation from 
the viewpoint of the employees. He 
stressed the need for a mechanism to 
afford to both a two way channel of in- 
formation and a voice in health matters 
at the plant. 

Subsequently, the union called a 
membership meeting and invited its own 
medical consultant and a bureau repre- 
sentative to speak on the study. Here 
the results and recommendations were 
explained to the rank and file of the 
union. At this meeting the bureau 
stimulated frank criticism of the report. 
Various methods of dealing with man- 
agement and labor toward achieving 
health protection were explored, and the 
fallacies of paying wages for removable 
risks were also discussed. It was agreed 
that differences of opinion regarding 
correct safety measures could be re- 
solved only by scientific fact and 
not by bargaining. The discussion 
seemed to result in understanding of the 
real need for two way communication 
with access to the facts and for accept- 
ance both by management and by labor 
of the employee’s share in responsibility 
for health. 
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EVALUATION OF RESULTS 

What has been gained to date by the 
company, the union, and the official 
agency as a result of this study? 

The company has now employed an 
industrial hygiene engineer for the plant. 
The union has placed the labor-manage- 
ment health committee on the collective 
bargaining table as one of its demands. 
It is especially significant to us that the 
union has not made any other health 
item a collective bargaining issue nor has 
it demanded extra pay for jobs found to 
be especially hazardous. We believe this 
is evidence of an honest desire to effect 
real health protection for the workers. 
Apart from health, very real savings out 
of proper maintenance of control equip- 
ment should result. 

While the bureau has put in the hands 
of the union facts which may be at the 
moment embarrassing to the company, 
thereby perhaps causing increased ten- 
sion and resentment, this very procedure 
once and for all creates the possibility 
of ending a long period of mutual dis- 
trust and suspicion nourished by pre- 
vious failure to give the facts. The air 
is cleared for both sides to see the health 
issues, and to work together on them 
rather than against each other. 

The study stimulated the union local 
for the first time in its existence to en- 
gage a medical consultant. The union 
informs us that the workers themselves 
are showing a keener interest in personal 
health practices. 

The study, demonstrating the scope of 
health protection, has greatly strength- 
ened in the minds of both management 
and labor the importance of health 
services in industry. It has enhanced 
the status of the company’s medical and 
industrial hygiene units within the com- 
pany itself. 

The newly employed industrial hy- 
giene engineer and the employee-man- 
agement health committee, working to- 
gether, will generally effect smoother, 
more efficient health protection measures. 
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Among other things, it will prevent re- 
“aests for inadequate or unnecessary 
equipment from appearing at the bar- 


gaining table. 

The bureau has also gained in many 
ways. The teamwork of the varied pro- 
fessional personnel required to make a 
study of this type has been an important 
educational experience. The study has 
also brought about a closer relationship 
between the county health officer and the 
industries in his community. On the 
technical side, we have learned much 
about the lead problem. We have ob- 
tained data on laboratory techniques 
and on clinical and environmental rela- 
tionships which we believe merit future 
reports. Classical lead poisoning is now 
so rare that we were compelled to use 
other clinical classifications for our 
findings. 

Most important of all, the workers at 
this plant have better health protection 
and better prospects for improvement of 
such protection than they had before the 
study was undertaken. 


CONCLUSIONS 
We believe we have exemplified, in 
practice, a philosophy of the place of the 
official health agency in private industry. 
We would like to summarize here the 
cardinal elements of this philosophy: 


1, The official industrial health agency has 


a primary responsibility to safeguard the 
health of workers. 

2. Its technical work and its policies must 
be unbiased. It must assume, as a working 
premise, that requesting groups have no other 
motivation but the desire to protect health. 
This is the common denominator for recon- 
ciling the complex motivations of all 
groups. 

3. It must substantiate with facts its evalu- 
ations of health hazards and of the adequacy 
of protective measures. 

4. It must constantly stimulate the attain- 
ment of high standards of quality in industrial 
health practices. 

5. It must be able to interpret intelligently 
its program to labor and management and to 
the health professions. Improvement of tech- 
niques and programs results from obtaining 
participation of all personnel involved in such 
changes, recognizing the existence of differing 
levels of technical understanding. Critical dis- 
cussion of techniques must be limited to per- 
sons qualified to understand and participate. 
Resulting information must be cleared with all 
groups and agencies concerned. 

6. As a corollary of its first responsibility 
to protect the health of workers, the official 
agency has responsibility to evaluate the ade- 
quacy of private facilities for employee health. 
However, it avoids duplication of existing 
services which can and should be privately 
maintained as a proper charge against the cost 
of production. 

7. It is a major objective so to conduct 
Studies that not only the plant’s previous 
methods and programs, but also the agency’s, 
are improved thereby. 

8. The public health results of governmental 
industrial hygiene work are built during the 
course of a study and are not a selling job 
based on a study report. 
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Choice of Fluoridating Agents in the | 
Control of Dental Caries 


C. L. HOWELL, D.D.S., L. E. BURNEY, M.D., M.P.H., F.A.P.H.A., 
HARRY G. DAY, Sc.D., anp JOSEPH C. MUHLER, D.D.S. 


Assistant Director, Division of Dental Health, Indiana State Board of Health, 
Indianapolis; State Health Commissioner, Indiana State Board of Health, 
Indianapolis; Chairman, Department of Chemistry, Indiana University, 
Bloomington; and Assistant Professor, Department of Chemistry, 
Indiana University, Bloomington, Ind. 


T the present time there are 
approximately 100 communities 


fluoridating their water supplies, using 
either sodium fluoride, sodium silico- 
fluoride (sodium fluosilicate), hydro- 
fluoric acid, or hydrofluosilicie acid. 
Undoubtedly. there are several hundred 


more communities in one stage or an- 
other of planning for fluoridation. In 
considering the fluoride compound to be 
used, some communities are weighing 
cost, ease of handling, and engineering 
conveniences rather than dental-caries- 
reducing ability. Some authorities be- 
lieve any fluoride compound soluble to 
the extent of one part per million be- 
haves in a similar manner in solution. 
However, sodium fluoride as the fluori- 
dating agent of communal water supplies 
is the only compound for which data 
are available to verify the caries-reduc- 
ing ability of fluorine. 

Over the past two decades, various 
theories have been propounded for re- 
ducing the incidence of human dental 
caries; only the use of fluorides, how- 
ever, has proved very successful and 
has given assurance of possibly reducing 
the general decay rate in the future. 
Only two methods of administering 
fluorides have any demonstrable im- 
portance, i.e., applying concentrated 
fluoride solutions topically to erupted 


teeth, and adjusting the fluoride content 
of the public water supply to an optimal 
level through the addition of a suitable 
compound of fluorine. On the basis of 
the former technique, the data indicate 
that a 2 per cent solution of sodium 
fluoride will reduce the incidence of de- 
cay in 7- to 17-year-old children by 40 
per cent.' Ata fluorine level of 1 p.p.m. 
occurring naturally in a communal water 
supply, a 60-65 per cent reduction in 
the caries incidence has been experi- 
enced.” 

Reports of the fluoridation study 
programs at Grand Rapids, Mich., New- 
burg, N. Y., and Brandfort, Ontario, 
Canada, indicate that the protection of- 
fered when sodium fluoride is used as 
the fluoridating agent is as would be 
expected if a population group were to 
move into an endemic fluoride area. The 
dental caries experience (DMF) ' of 
Grand Rapids, Mich., children aged 5, 
6, and 7 is practically identical with 
that of a comparable group at Aurora, 
Ill., where the natural fluoride content 
is 1.2 p.p.m. There is every reason to 
expect that each year, upon reéxamina- 
tion, the succeeding age group of Grand 
Rapids will also compare favorably with 
that of Aurora. One worker® reports a 
47 per cent reduction when 1.3 p.p.m. 
fluorine were placed in a public water 
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supply. The children were examined 
over a period of three years. Another 
reports a 24 per cent reduction after 44 
months of fluoridation, at a leve! of 1.2 
p.p.m. of the fluoride ion.* 

From this information one could pos- 
sibly conclude that using fluorides in 
the communal water supplies assures a 
greater reduction in caries than treating 
the teeth after eruption by the conven- 
tional topical procedures. This un- 
doubtedly would be the situation, as 
well as the method of choice from a 
public health standpoint, if the total 
population received its water from a 
communal water supply; however, the 
opinion is commonly expressed that not 
more than 50 per cent of the total popu- 
lation regularly uses public water sup- 
plies. Thus, topical procedures would 
seem to be as important as the com- 
munal water fluoridation programs. 

The entire ratiorsle of both the topi- 
cal and systemic method of fluoride 
prophylaxis is based on the facts that 
when the element occurs “naturally” in 
water in sufficient amounts,” there is a 
concurrent reduction in the incidence of 
dental decay. Second, when sodium 
fluoride is applied topically, or when 
sodium fluoride is used to adjust the 
fluorine concentration of a water sup- 
ply, a pronounced reduction in dental 
caries is experienced. There are no data 
available in the literature indicating a 
comparable caries-reducing effect of any 
other compound, either topically or 
systemically. 

There is no evidence indicating that 
the fluorine found in natural water sup- 
plies is derived from sodium fluoride. 
‘Therefore, the prophylactic use of this 
compound could be questioned were it 
not for the experimental and clinical 
data supporting its use. Fluorine does 
not occur free in nature, either, but the 
compounds of fluorine are widely dis- 
tributed in such minerals as cryolite, 
fluorspar, and some of the micas. Never- 
theless, many authorities believe the 
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leaching effect of subterrestrial waters 


produces a soluble fluoride which ionizes 


similarly to sodium fluoride. The 
hydrolysis product furnishing a soluble 
fluoride can readily be seen when cryo- 
lite is written as AIF;-3NaF. 

Further support for this is found in 
the fact that some areas have com- 
munal fluorine levels as high as 27 
p.p.m. An article® in the literature 
indicates that one community deriving 
its drinking water from artesian wells 
furnishing approximately 1.15 p.p.m. 
fluorine produced ne caries reduction. 
The conclusion was, “These findings 
tend to weaken the hypothesis that the 
mechanism whereby dental caries is in- 
hibited through exposure to fluoride- 
bearing drinking waters depends essen- 
tially upon the deposition of fiuorine in 
dental enamel during the period of 
calcification.” Nevertheless, the only 
compound extensively tested both ex- 
perimentally and clinically which gives 
a noteworthy reduction in human dental 
caries is sodium fluoride. 

Several communities have added other 
fluoride compounds to their public water 
supplies. The most commonly used 
fluoride in addition to sodium fluoride 
is sodium silicofluoride (fluosilicate). 
The reason for using other fluorine com- 
pounds is that some are less expensive, 
while others are easier to handle and 
administer than sodium fluoride? Many 
justify these considerations on the 
ground that all fluoride compounds 
behave similarly in dilute solutions. 
Since the fluoride compounds are to be 
added at a level to furnish approxi- 
mately one p.p.m. fluorine, it has been 
supposed that all compounds would be 
completely ionized, yielding fluoride ions 
as the only form of fluorine. If this 
were true and if the only other consid- 
eration were cost, then any source of 
fluorine could be used if it yielded the 
desired concentration of fluorine in 
solution.” 

McClure® compared the metabolic 
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availability of fluorine as sodium fluoride 
and sodium fluosilicate by means of 
fluorine uptake in rat femurs and cor- 
cluded that both of these fluoride com- 
pounds furnish similar amounts of the 
fluoride ion. No mention was made of 
their respective ability to reduce experi- 
mental decay. However, McClure 
commented on this subject by stating, 
“As additional data are obtained, par- 
ticularly with reference to dental caries 
effects, conclusions may be warranted 
regarding the possibility of substituting 
sodium fluosilicate for sodium fluoride, 
as a water fluoridating agent. The data 
accumulated thus far, however, do not 
justify any commitments in this re- 
gard.” Even though the evidence were 
available indicating caries reduction sim- 
ilar to that obtained with sodium fluo- 
ride, the results would not be indicative 
of what effect sodium silicofluoride 
might have in reducing caries in a de- 
veloping tooth. In addition to this, 
Muhler, Nebergall, and Day’ have 
shown that some compounds reduce the 
incidence of decay in rats much more 
than sodium fluoride, yet the amount of 
fluorine deposited in the femurs is only 
one-third to one-half as much. It 
appears, then, that other criteria besides 
the amount of fluorine “available by 
analysis” should be considered when 
evaluating new fluoride compounds. 
Most of the more recent articles 
emphasize the fact that sodium fluoride 
and sodium fluosilicate can be used in- 
terchangeably so far as the engineering 
aspects are concerned, giving no mention 
of the caries-reducing ability of the 
different compounds.* The very obvious 
consideration in all these studies is 
whether or not compounds other than 
sodium fluoride will satisfactorily reduce 
human dental decay. If the only con- 
sideration in choosing a coi..pound were 
its ability to furnish fluoride ions, then 
so far as the reagents suitable for use in 
public water supplies are concerned, 
almost any fluoride compound would 
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probably suffice. This is implied in 
McClure’s data. Using the fluoride 
compounds topically, this rationale is 
not correct, for when various fluorides 
are highly concentrated, as they must 
be for use in conventional topical pro- 
cedures, the ionization of the different 
salts is variable and certainly it is not 
complete. Thus, equivalents of fluoride 
ions may not be available. 

In addition to this. the evidence indi- 
cates that some importance should be 
attached to the cation as well as to the 
anion. For example, lead fluoride failed 
to reduce the incidence of human dental 
caries when applied topically®; potas- 
sium fluoride did not appear to reduce 
the decay rate in children when it was 
applied in a similar manner, while 
stannous chloride had some effect in 
reducing the decay rate in the rat.’ 
Experimentally, there is evidence indi- 
cating that one should consider the 
cation or possible complex fluoride ions, 
especially when fluorides are to be 
administered at low concentrations, as 
would be the case in communal water 
supplies.” 

Keyes and demonstrated 
that when sodium fluoride, calcium 
fluoride, and sodium fluosilicate were 
placed in the diet at a level of 50 p.p.m. 
fluorine, sodium fluoride protected the 
teeth of hamsters significantly more than 
either calcium fluoride or sodium fluo- 
silicate at similar stoichiometric equiva- 
lents of the fluoride ion. On the other 
hand, sodium monofluorophosphate has 
been shown to reduce the caries inci- 
dence of hamsters as well as sodium 
fluoride when administered at a fluorine 
level of 40 p.p.m.,” while tin fluoride 
has proved 50 per cent more effective 
than either sodium fluoride or tin 
chloride.**: 4-7 In fact, evidence indi- 
cates that tin fluoride at a fluorine level 
of 2 p.p.m. is considerably more effective 
than sodium fluoride at a fluorine level 
of 10 p.p.m. in reducing the incidence 
of decay in rats.1* Unpublished data 
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also indicate that hydrofluoric acid is less 
effective than sodium fluoride at similar 
stoichiometric equivalents of fluoride ion 
in reducing rat caries. 

In the May, 1951, issue of Nutrition 
Reviews, the subject is summed up as 
follows: 


Neither the hamster nor the rat experiment 
was intended to answer the question of the 
relative effectiveness of various fluoride com- 
pounds when fed during periods of tooth de- 
velopment. If the pathways for utilization of 
the fluoride ion are reasonably similar at the 
two different stages of tooth life, there is a real 
possibility that the availability of the ion from 
different compounds may also influence mate- 
rially the effectiveness of these compounds 
when administered during tooth development. 
These experimental data should be considered 
by public health administrators and by groups 
of dental practitioners responsible for the selec- 
tion of the fluoride compound to be used for 
the treatment of communal water supplies. On 
the basis of present knowledge, it would seem 
that use of any compound other than sodium 
fluoride for this purpose should be considered 
experimental until demonstration of the avail- 
ability of the fluomme n that compound has 
been made in satisfactory human experiments.” 


It appears from the evidence pre- 
sented here that one should proceed 
cautiously in choosing a source of fluo- 
rine for communal water supplies. The 
general fluoride program has given 
assurance of a noteworthy reduction ot 
dental decay when using sodium fluo- 
ride. If by chance unsatisfactory 
sources of fluorine are chosen and fail 
to produce the same results as sodium 
fluoride it could jeopardize the program 
as a whole and perhaps label all 
fluoride programs as useless. 

In that there are numerous communi- 
ties now using compounds other than 
sodium fluoride, it is suggested that no 
additional municipalities add reagenis, 
other than those already clinically 
proven, until unequivocal data are avail- 
able from these other studies proving 
equivalence or superiority of the new 
compounds. If the studies already in 
progress eventually show that one 
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fluoride compound is as useful as another 
for reducing human dental decay, then 
it will be in order to evaluate fluoridat- 
ing agents in terms of cost and ease of 
administration. This should not be con- 
strued as meaning that all future fluo- 
ride programs should wait until the 
experimenta? findings are reported. It 
is hoped that no untested compounds 
will be used except on a study basis until 
such time as their caries-reducing po- 
tential has been properly evaluated. 

If the fluoridation programs are con- 
ducted properly, a reduction of the 
incidence of dental decay surely will fol- 
low. That proper fluoridation has the 
approval of the dental profession is 
indicated in the following, which is an 
expression of the editors of the Journal 
of the American Dental Association: ** 
“The artificial fluoridation of drinking 
water, however, is not a cure-all; it will 
not protect children completely from 
dental decay, but it is a tremendous 
step forward in the profession’s fight 


against dental disease, and it will stimu- 
late further investigation which will 
lead to a more complete solution of the 
caries problem.” 


SUMMARY 

1. Topical application of a 2 per cent solu- 
tion of sodium fluoride will reduce the in- 
cidence of decay in 7- to 17-year-old children 
by “0 per cent. 

2. A fluorine level of 1 p.p.m. occurring 
natwrally in a communal water supply will 
reduce the incidence of decay in 7- to 17-year- 
old children by 60-65 per cent. 

3. When sodium fluoride is used as the 
fluoridating agent of a communal water supply, 
the incidence of decay among those children 
drinking that water from birth on is reduced 
by 60-65 per cent. 

4. There is insufficient evidence at the 
present time to justify the use of any fluoride 
compound other than sodium fluoride, except 
on a study basis, as the fluoridating agent of 
a communal water supply. 

5. Possibly other criteria besides the amount 
of fluorine available by analysis should be 
considered when evaluating new fluoride com- 
pounds to be used as fluoridating agents of 
communal water supplies. 
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Medical Social Work Fellowships 


The Massachusetts Department of 
Public Health announces two Fellow- 
ships of $2,500 each, for second year, or 
for more advanced study in medical 
social work leading to a career in social 
work in a public health setting. The 
Fellowships are available to anyone whd 
has satisfactorily completed his first year 
in an accredited school of social work 
and who has an interest in entering the 
public health field or in teaching in the 
field of medical social work. Although 
field work of the program is carried on 
in the Massachusetts Department of 


Public Health, no commitment to remain 
in the department is required. 

The Fellowships, provided through 
the U. S. Children’s Bureau, are for 
study at any one of the three Schools of 
Social Work in Boston: Simmons Col- 
lege, Boston College, or Boston Univer- 
sity. Final responsibility for selection 
of students rests with the three Schools 
of Social Work and with designated 
representatives from the Massachusetts 
Department of Public Health. Applica- 
tion should be made immediately to the 
school of the candidate’s choice. 
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Public Health in the United States— 


Appraisal of Local Health Services” 


V. A. VAN VOLKENBURGH, M.D., Dr.P.H., F.A.P.H.A. 


N Plutarch’s Lives mention is made 

of two sentences of the Delphic oracle 
relating to the usages of man’s life. 
They are, “Know thyself” and “Nothing 
too much.” It is upon these that all 
other precepts inscribed upon the oracle 
depend. Their importance has not 
diminished with the passage of time. As 
civilization has become more complex, 
the importance of estimating worth—of 
making painstaking appraisals—has be- 
come increasingly evident. 

Business and industry have long 
practised self-appraisal in the control 
and planning of their operations. To- 
day they have developed this science to 
a high degree both in scope and in con- 
tent. The mechanics of appraisal have 
been routinized. In our highly com- 
petitive economic system, commercial 
concerns have found appraisal impera- 
tive if they hope to survive. Much can 
be learned from business. 

In the field of public health services, 
the record is not so impressive. All 
agree that careful self-appraisal of activi- 
ties is a fundamental requirement. This 
belief is accepted in principle. However, 
it is not expressed in action as thor- 
oughly as it might be. There is a 
tendency to shirk this important func- 
tion, to be satisfied with token efforts or 
to temporize through the use of such 
excuses as insufficient time, unsuitability 
of a particular evaluation schedule, or 
distrust of the standards used. This is 

* Presented before the Health Officers Section of the 
American Public Health Association at the Seventy- 


ninth Annual Meeting in San Francisco, Culif, No- 
vember 1, 1951. 


Assistant Commissioner, New Y ork State Department of Health, Albany, N.Y. 
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understandable but regrettable. The 
fact remains that, without reasonably 
adequate and frequent appraisal, it is 
neither possible to use existing resources 
to the best advantage nor to plan in- 
telligently for the health needs of the 
community. 

Today soaring taxes to meet new and 
expanding governmental services de- 
manded by the people are resulting in a 
greater scrutiny of public health expendi- 
tures, as evidenced by recent budget 
hearings, federal, state, and local. The 
casual citation of low or improved mor- 
bidity and mortality rates, the gross 
number of visits made by nurses, or a 
lecture on the principles of disease pre- 
vention are no longer sufficient substan- 
tiation for continuing any public health 
appropriation. The survival and ex- 
pansion of health services are increas- 
ingly dependent upon our ability to 
demonstrate to the public and to appro- 
priating bodies, through appraisal and 
analysis, the need for and value of each 
type of public health program. A re- 
view of public health administrative 
practice across the nation indicates a 
failure to give adequate attention to 
this trend. There is pressing need for 
greater utilization and a better knowl- 
edge of available appraisal methods and, 
above all, the development of new 
methods of appraisal. The classic sign, 
“Think,” adorning the wall of many an 
office should be supplemented by a sign 
in letters twice as large bearing the 
word “Evaluate.” 

A comprehensive periodic appraisal 
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of community health services is an 
adniinistrative tool which can provide 
the answer to many public health per- 
plexities as well as supply greater work 
satisfaction. In its publication, What’s 
the Score, the Committee on Adminis- 
trative Practice of the American Public 
Health Association lists under the head- 
ing, “Why Evaluate?” a number of 
significant reasons which support evalu- 
ation as a community and health staff 
necessity. I wish to quote these reasons 
in part: 


Every progressive community wants to 
know: 

What are we getting for our health dollar? 
Are we penny-wise and pound-foolish? Are 
we spending enough on health? 

_ _ What are our major health needs? Are they 
being met? If not, what should we do? 
What about our facilities? Are they ade- 

quate? Are they modern? 

Is our health department understaffed? If 
so, what is the cost in human life and health? 

Do voluntary agencies, the schools, and the 
health department coéperate? If not, why? 

How do we compare with other communi- 
ties? What do they have that we don’t have? 
How do we stack up against prevailing stand- 
ards? 

To find the right answers is the job of the 
whole community, not the health department 
alone. Evaluation is a good way to begin. It 
shows community needs and brings accepted 
health goals into sharp focus. 

Further, the Evaluation Schedule can serve 
the health officer specifically as: 

A base line or yardstick for measuring fu- 
ture progress. 

A means of inservice training of staff mem- 
bers of both official and voluntary agencies. 

The raw material for budget making. 

A lever for improved coérdination of official 
and voluntary agencies. 

A vehicle and source for publicity and health 
education. 

A basis for annual reports. 

A basis for comparing local health services 
with those of health units elsewhere. 

A means of encouraging better record keep- 
ing. 

These are fundamental items and indi- 
cate some of the uses to which evaluation 
data may be put. Basic data are also 
necessary for intelligent and economical 
planning in both old and new programs 
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and in utilizing staff time to the best 
advantage. I refer particularly to the 
adjustment of existing programs and 
facilities often outmoded or over- 
stressed—and to the ever-changing con- 
cept of modern public health practice. 
This specifically includes adjustments 
for new innovations in administrative 
and program techniques, such as case 
finding by mass examination methods. 

Of the adjustments necessary for new 
programs, such as mental health, chronic 
disease, and dental health, none has 
been so difficult as the provision of serv- 
ices to implement the medical civilian 
defense program. Coming as this pro- 
gram did, on short notice, it demanded 
immediate attention and provided no 
additional health personnel. This prob- 
lem is still a matter of embarrassment 
in many places. However, even for this 
program, those accustomed to appraisal 
methods were able to satisfy the need 
by reappraising quickly the key control 
items for each program, reassessing the 
relative importance ot programs, and 
thereby freeing the necessary staff time 
for civil defense functions. Based on 
these comparative appraisal findings, 
this was done by limiting activities in 
certain of the programs to those items 
having the greatest control value; or 
even by suspending all activity in a 
particular program. Resulting defi- 
ciencies can be corrected later when per- 
sonnel becomes available. Incidentally, 
when a health unit must contend with a 
limited staff—particularly nurses—use 
of this method will permit the adminis- 
trator to continue all programs at least 
in part, will assure the best value of 
protective services, and will prevent him 
from having a frustrated staff. 

The appraisal of any activity is de- 
pendent on factual data—usually in the 
form of an inventory or a listing of 
information appropriate to the purpose 
to be served. This must be completed 
before appraisal is possible. Since they 
are designed to serve both broad and 
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specific purposes, such forms are legion 
in number, even when limited to a study 
of community health and to the meas- 
urement of the efficiency of public health 
activities. They are usually referred to 
as schedules, survey forms, or question- 
naires. 
The best known and most widely 
accepted form for appraising local 
health services is the American Public 
Health Association Evaluation Schedule, 
Guide to the Evaluation Schedule, and 
Grading Standards, with its supple- 
mentary Health Practice Indices. As 
most of you know, this comprehensive 
form was developed over the years by a 
succession of the best public health 
minds of the nation. It has constantly 
been under revision and improvement 
since its first issuance in 1925. 
Although last revised in 1947, it is today 
a useful administrative tool. In the 
hands of the right team—the health 
officer and the citizen’s committee—this 
Evaluation Schedule can be used to 
measure more accurately than ever be- 
fore community resources, effort, and 
accomplishment in the field of public 
health. That it needs further revision 
and has its limitations is acknowledged. 
One of the criticisms by health per- 
sonnel is the labor and length of time 
involved in completing the 54 page 
Schedule. Where practical, this burden 
might be made less onerous were each 
of the 16 sections of the Schedule 
assigned for completion during a par- 
ticular month of the vear, with final 
assembly at the end of the year. Thus, 
March could be designated as school 
health appraisal month, April as adult 
health and tuberculosis control appraisal 
month, and so on. Some health units, 
in order to reduce the amount of labor, 
have geared their record-keeping system 
to provide automatically most of the 
factual data required and have thereby 
simplified completion of the form in 
subsequent years. However, one could 
well question the desirability of stand- 


ardized record systems on a nation-wide 
basis. 

Another criticism is that the Schedule 
fails to measure adequately the quality 
of the services given; that quantity 
overshadows quality. In the most recent 
revision, this earlier fault has been 
largely overcome. 

Still another criticism is that the 
Schedule and its interpretations are too 
technical in nature, the content too de- 
tailed, to achieve the prime purpose of 
citizen participation, understanding, and 
action. It is asserted that a confused, 
instead of an informed, citizenry is the 
end result. 

This has led to the development of 
fact-finding health surveys in several 
states. These surveys have been de- 
veloped and conducted by the citizens 
themselves, and the health authorities 
have served only in a _ consultant 
capacity. Pertinent information is 
obtained by asking questions of every- 
one in the community through the use 
of a simple one or two page question- 
naire designed to obtain information 
which, collectively, will show the health 
status of the community. An excellent 
example is the Clinton County, Ohio, 
health survey,* from which all of us may 
learn. In this survey, the questionnaire 
was completed by lay interviewers who 
visited each household. Of greater im- 
portance is the fact that the items on the 
questionnaire were decided upon by the 
citizens’ committee and not by the 

county or state health department staff. 

The ‘report was published in pam- 
phlet form, which was attractive in 
format while avoiding the excessive 
modernization which mars many current 
health publications. The findings them- 
selves are set forth in easily understand- 
able terms. I quote in part: 


Too many of our babies are miscarried and 
born dead... . 


* Health Council of Clinton County. Clinton County 
Health Survey. Wilmington, Ohio: The Council, 1950. 
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Our school children lack dental and medical 
examinations. .. . 

Undulant fever is an immediate problem in 
Our tuberculosis cases are not found early 


This type of community health ap- 
praisal is the kind of approach necessary 
to obtain citizen participation, under- 
standing, and action for better health 
services. If the citizens actually can 
be persuaded to discover for themselves 
the health needs of their community and 
how these needs may be satisfied, appro- 
priating bodies are less likely to with- 
hold the necessary funds for services 
and the necessary personnel. Citizen 
responsibility for community health— 
not health department responsibility 
alone—would seem to be the desired 


However, it should not be presumed 
that the foregoing type of survey can 
provide the data furnished by the com- 
pleted A.P.H.A. Schedule. On the other 
hand, if it excels the A.P.H.A. approach 
in terms of community a‘‘ion, then it 
would appear to be the method of choice 
for this specific purpose. The A.P.H.A. 
Schedule could then be used as a tech- 
nical tool by health personnel for pro- 
gram supervision and control. As a 
matter of fact, this practice has been 
followed in some instances. 

There is another type of health survey 
approach which is simpler than the 
A.P.H.A. Schedule. This combines citi- 
zen participation and technical program 
review to evoke community action. In 
such instances, citizen concern is first 
aroused so as to provoke demands for 
facts on the health status of the com- 
munity. Such organizations as the com- 
munity health council, the agriculture 
extension agencies, the various service 
clubs Rotary, Kiwanis, etc., the 
women’s clubs, the professional associa- 
tions, and other groups—are utilized to 
this end. Each of these groups, when 
sufficiently aroused, presents a formal 
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resolution to the county governing body 
asking that a survey of and a report on 
community health status be made by the 
state health department, a school of 
public hralth, or other recognized health 
authority. Such a request can hardly 
be ignored by the governing authorities. 
The survey group usually employs as 
part of its survey technique some rela- 
tively simple but pertinent type of 
citizen questionnaire. The final report 
combines the data procured with the 
more technical appraisal findings. 

The foregoing type of approach, if 
properly developed, has been used to 
improve the services of established 
health units. It has also been utilized 
with some success in promoting new 
units. It should be emphasized, how- 
ever, that in the latter instance, concern 
must be focused on better health serv- 
ices for the community and not on the 
establishment of a county health depart- 
ment. The latter is merely an organi- 
zational and management device of a 
sound economic type to provide better 
health services. It will be accepted with 
less argument if the need for more or 
better health services can be established 
and demanded by the people. 

Too much sales emphasis is placed 
today on the organizational aspects of 
health services—namely, the need for 
a county health department. The man 
on the street fails to be impressed with 
such “package” appeals. But he can be- 
come concerned and will act favorably 
if he is shown why better community 
health protection is needed and that he, 
as an individual, and his family will 
benefit. 

Repeatedly, the question asked, 
“Doc, how will I benefit?” To answer 
such a question convincingly, it is first 
necessary to learn the man’s views; to 
find out what his interest in health or 
ill health might be; to discover what he 
wishes or expects from a health service 
in terms of his needs. If such opinions, 
interests, desires, and expectations can 
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be satisfied, the question will have been 
answered and the citizen will usually 
favor the proposed health service, even 
though his knowledge of such activities 
is exceedingly limited and his only need 
is the destruction of a field of ragweed. 
Such points of view, gathered from many 
sources and taken collectively, indicate 
the community’s requirements. It is 
around these that an initial health pro- 
gram should be built and sold. 

Basically it was this principle, that is, 
community demand for epidemic control 
and school health services, which was re- 
sponsible for many of our health units 
in the past. Once the health department 
is established, it should then be possible 
to educate the community along more 
progressive lines and direct its attention 
to comprehensive and desirable health 
goals. Whether the task is to establish 
a new health unit or to improve existing 
services, success depends largely on 
citizen motivations. It is here that the 
sociologist can be of great help. Current 
surveys concerned with motivations as 
related to health should be of consider- 
able interest to health administrators. 
Community socio-economic problems 
likewise are an important factor. 

For use in periodic health program 
appraisal of official health agencies, at 
least two states have developed a 
schedule mainly for supervisory pur- 
poses. This is considerably different 
from the A.P.H.A. Schedule and omits 
rates, ratios, and other statistical data. 
However, routine morbidity and mor- 
tality rates and other data are consulted 
as a guide. Planning for the following 
year is an integral part of the schedule. 
It has borrowed somewhat from the 
U. S. Public Health Service Program 
Plan Report in this respect, but is much 
more detailed, specific, and meaningful. 
Each of the significant activities for each 
program as listed in the schedule is re- 
viewed by the state supervisor with the 
local health staff. Together, they com- 
plete the schedule annually and discuss 
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each activity at some length but indicate 
on the report only the presence or 
absence of such activity. The extent of 
change is also shown by posting the 
amount of time and effort expended dur- 
ing the reported year in terms of “great,”’ 
“moderate,” “small,” or “no change,” 
and by indicating how much activity is 
planned for the next year. Considerable 
space is allowed on the form for “Re- 
marks,” and it is here that the supervisor 
states in summary form pertinent ex- 
planatory or modifying factors and his 
own opinion as supervisor. The section 
of the report that covers general ad- 
ministration is limited primarily to yes 
or no answers. Many revealing questions 
are asked, such as: 


Does the health officer participate in the 
planning of local health programs in which 
other agencies have a responsibility? If se, 
indicate the programs and state in what man- 
ner. 

List new programs and services which the 
health department promoted during the year 


department has (a) curtailed and (b) dis- 
continued (state the reason). 


At the end of each program review 
section is the question, “State the most 
serious problem of this project, outlining 
briefly what is proposed to correct it.” 

These are a few illustrations. As a 
tool to teach and to give emphasis to 
planning, this type of schedule has many 
worthwhile possibilities. 

Local health units, however, have 
need for a more active, continuous, and 
simpler type of supervisory administra- 
tive tool which is not satisfied by the 
detailed annual review type of schedule. 
This need has led to the development 
of various types of rosters having visible 
indexes that permit a constant review 
and show, for each program or part 
thereof, exactly what the status may be 
in terms of key disease control items. I 
refer to the use of the so-called visible 
case roster file with the visible index 
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strip.. Its value lies in bringing to- 
gether in visual form on this strip 
selected information of program super- 
vision value obtained from the various 
records, including action taken in each 
case, or, where applicable, each contact 
carried. Arranged in panel form, the 
progress or lack of progress in connec- 
tion with the project as a whole can be 
determined at a glance by means of 
colored signal tabs. Moreover, indi- 
vidual cases that need attention may be 
speedily observed. Tabulations can be 
quickly and easily made by the clerk for 
statistical purposes. 

This is a valuable program control 
tool that has many adaptations and 
uses. It has two basic requirements. 
First, posting by the clerical staff must 
be done routinely, since it is necessary 
to keep it up to date. Second, the 
supervisory staff must make use of it. 
I have seen some health officers display 
these panels and refer to them proudly 
as their tuberculosis program, their 
venereal disease program, or “what not” 
program. Unless action is taken, of 
course, to correct the faults revealed by 
this administrative tool, it might just as 
well be discarded. 

Another type of program control aid 
should be mentioned, and that is a 
thoughtfully developed policy and pro- 
cedure manual for each of the health 
programs undertaken. Such a guide is 
invaluable when set forth in written form 
and periodically revised, since it provides 
the base, inclusive of standards, upon 
which any supervisory appraisal must 
rest. It should state clearly the scope 
of each program, its limitations, the 
objectives to be attained, and, zbove all, 
the responsibility of each health worker 
who participates in the program, includ- 
ing the clerical staff. The description 
of suggested procedures to be followed 
helps the worker to carry out efficiently 
his or her responsibility while utilizing 
to best advantage the varying technical 
skills and abilities of the staff as a whole. 
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In some states, the state health depart- 
ment gives assistance by developing 
such a manual for local use. It must, 
of course, be adjusted as may be neces- 
sary to fit local needs by each local unit. 
Incidentally, an appropriate guide set- 
ting forth principles and procedures to 
be followed can be of great assistance 
in preparing new program plans and, 
also, for our mutual headache—budget 
preparation and item justification. 

I shall mention but not discuss 
appraisal of the many intangibles that 
play such an important part in effective 
health services. I refer to such items 
as staff morale, interpersonal relations, 
public relations, leadership, teaching 
ability and teachability, personability, 
and so forth. This is a field that needs 
further exploration, particularly for the 
purpose of selecting employees and im- 
proving work performance. Health serv- 
ices provided by agencies other than the 
health department—both official and vol- 
untary—and by profess.onal and other 
groups are likewise of great significance 
in assessing community health resources. 
Community social problems must also 
be considered. 

The task of appraising local health 
services adequately is not an easy one 
but it is most essential. During the 
last 25 years, the scope, content, and 
number of health programs provided the 
public have increased materially. Ex- 
penditures have mounted. People have 
become health-conscious. Public health 
has become big business. It must now 
assume the responsibilities of business, 
which demand inventory, evaluation, 
and substantiation of each health pro- 
gram in terms of specific results achieved 
and the needs and desires of the com- 
munity. It must be able to show that 
existing resources are being used to the 
best advantage and must prove that 
proposed plans for expanded or new 
services will provide specific benefits. 

A short discussion such as this has 
left much unsaid. It is hoped, however, 
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that tentative plans will materialize to 
permit a comprehensive discussion of the 
subject at the meetings of this Section 


Locat HEALTH SERVICES 


in 1952. The topic should be of equal 


concern to the program planners of 
other Sections. 


National Advisory Committee Meets 


The dramatic story of what has been 
happening in Pennsylvania in public 
health keynoted the 4th Annual Meeting 
of the National Health Council’s Na- 
tional Advisory Committee on Local 
Health Units in New York on December 
6. A panel of seven civic and health 
leaders from that state, headed by Dr. 
Russell Teague, secretary of health, told 
how citizen groups, professional socie- 
ties, and voluntary health agencies 
mobilized public opinion in support of 
legislation authorizing county health de- 
partments to supersede a cumbersome 
and uneven service now provided from 
the state capital. They told how these 
groups organized a state health council 
which has increased its activities to make 
sure that local health departments will 
follow the permissive legislation. Butler 
County has already been selected as the 
location of a “pilot” health depart- 
ment. 

Dr. Pascal Lucchesi, chairman, Com- 
mission on Preventive Medicine and 
Public Health, Pennsylvania State Med- 
ical Society, emphasized particularly the 
importance of the state medical society’s 
support of the campaign to improve the 
Commonwealth’s public health per- 
formance. 

Representatives of 33 health, civic, 
and fraternal organizations attended the 
meeting. They agreed unanimously to 
continue the committee’s work and dis- 
cussed ways of involving their state and 
local affiliates more actively in the pro- 


motion of local health departments. 
They reported on the many ways in 
which their affiliates are already co- 
operating with other community groups 
in helping to establish new health de- 
partments and. to strengthen existing 
departments. 

Recommendations of the American 
Public Health Association’s Subcom- 
mittee on Local Health Units were pre- 
sented by its chairman, Dr. Haven 
Emerson. These recommendations urged 
that the Advisory Committee’s local 
health units program be intensified, that 
assistance be given in developing state 
conferences, state or local health coun- 
cils, or other suitable means for getting 
full citizen participation in developing or 
improving local health services. 

In its summary of activities for 1951, 
the Advisory Committee reported that, 
while considerable progress has been 
made in establishing new local health 
departments and in expanding the cover- 
age by existing departments, there are 
40 million people in the United States 
who still lack the type of health pro- 
tection that local departments can give. 

Dr. Emerson, Dr. Lee A. Rademaker, 
of Salisbury, Md., representing Lion’s 
International, and Mrs. Stephen Fran- 
cisco, of the General Federation of 
Women’s Clubs, were reélected hon- 
orary chairman, chairman, and vice- 
chairman respectively. Sol Lifson of 
the American Heart Association was 
elected secretary. 
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Tax-Supported General Medical Care 
for the Needy* 


LUCILLE M. SMITH 


Public Health Administrator, Division of Public Health Methods, U. S. Public 
Health Service, Washington, D. C. 


HE subject under discussion is the 

most recent of the joint efforts of 
the American Public Health Association 
and the American Public Welfare Asso- 
ciation. A short but profitable history 
has amply justified the decision made 
five years ago that mutuality of interests 
demanded joint action. As often hap- 
pens, adversity was the precipitating 
agent of the union. The American Pub- 
lic Welfare Association found itself 
without a medical consultant or the 
funds to hire one, just at the time it 
fully recognized that illness—principally 
chronic illness—was the chief cause of 
dependency in the 1940's, as unemploy- 
ment had been in the 1930's. 

At the peak of th- American Public 
Welfare Association’s frustration re- 
garding its inability to move con- 
structively to reduce the burden of ill- 
ness to the individual and to the 
community, the American Public Health 
Association secured funds to staff its 
Subcommittee on Medical Care. Within 
a short time a coalition was effected be- 
tween the medical care committees of 
the two associations. Together 
undertook a vigorous attack on chronic 
illness—the medical problem that was 
most pressing to welfare departments 
and that was beginning to receive sub- 
stantial attention in health departments. 


* Presented before the Medical Care Section of the 
American Public Health Association at the Seventy- 
ninth Annual Meeting in San Fraacisco, Calif., October 
30, 1951. 

1 AJ.P.H. 37, 10:1256-1266 (Oct.), 1947. 
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Before the year (1946) was out, the 
American Hospital Association and the 
American Medical Association had 
joined them to make up the Joint Com- 
mittee on Chronic Disease. The success 
of that undertaking is well known. With 
the preparation of a joint statement, 
“Planning for the Chronically Il,” 
that committee startea a chain of events 
that augurs well for the future. 

With the establishment in 1949 of 
the Commission on Chronic Illness, the 
work of the Joint Committee on Chronic 
Disease was completed. But the mu- 
tuality of interests aroused in this 
endeavor led in the fall of 1949 to the 
appointment of a joint committee repre- 
sentative of the medical care committees 
of the American Public Health Associa- 
tion and the American Public Welfare 
Association. This committee set out to 
develop “a variety of coéperative activi- 
ties.” The projected plans and program 
of each committee were shared. The 
passage of the 1950 amendments to the 
Social Security Act gave added impetus 
to the new joint committee, inasmuch 
as the major changes in the public 
assistance legislation related to health. 

In response to the immediate demands 
of its members, the American Public 
Welfare Association undertook—late in 
the summer of 1950—a revision of its 
1939 statement entitled, “Organization 
and Administration of Tax-Supported 
Medical Care.” A few months later, the 
Joint Committee of the American Public 
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Health Association and the American 
Public Welfare Association began work 
on a statement on “Codperation Between 
Health and Welfare.” Within a matter 
of days it became obvious that changes 
in administrative practice in welfare 
programs must reflect the considerable 
expansion in the 1940’s of health depart- 
ment programs to provide health and 
medical services. Interdependence had 
become so real that coéperation between 
the two groups was an essential ingre- 
dient of administration. This fact re- 
sulted in a decision that the two state- 
ments should become one. 

In presenting the highlights of the 
statement, I shall attempt to underline 
new opportunities offered by the 1950 
amendments to the Social Security Act 
for improving the medical services avail- 
able through that and other legislation 
as well. Although the 1950 amendments 
do not establish a new medical care 
program, they make possible more and 
better medical service to needy persons. 
Thus an additional link is added to the 
chain of legal provisions for services to 
special groups. The new law provides 
incentives to both health and welfare 
administrators to reéxamine the total 
range of the medical services which a 
state can provide in order that the full 
potential of the combined programs may 
be realized. Together they offer more 
than the sum of their parts. 

Dr. Franz Goldmann, in a recent arti- 
cle describing the status of public medi- 
cal care in the United States, has pointed 
out that the administrative organization 
of programs for medical care of the 
needy “has changed much in recent 
decades. The main features of recent 
public policy are emphasis on local-state 
and state-federal codperation, develop- 
ment of systematic codperation between 
welfare and health departments, intro- 
duction of professional direction of 
medical care programs, and introduction 
of advisory committees.” * 

The joint statement documents Dr. 
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Goldmann’s analytical summary and sets 
forth a brief historical review of the 
public health and welfare movements. 
The two have moved “toward common 
ground from widely divergent historical 
roots.” Public welfare’s concern with 
health services for needy persons dates 
from the early 17th century. In the 
three century span, many changes have 
occurred. Medical care is now recog- 
nized as: 


. . . an essential component of even a mini- 
mal standard of living and hence should be 
included in the basic necessities furnished 
assistance recipients. Moreover, since ill health 
is a major cause of dependency today, the 
provision of health services constitutes a sound 
investment of public funds to prevent de- 
pendency. For both these reasons public wel- 
fare has become increasingly concerned with 
medical care. 

Public health has also been undergoing a 
definite evolutionary trend toward a broadened 
concept of governmental responsibility. 
Whereas its earlier functions were primarily 
concerned with measures related to com- 
munity sanitation and regulatory control of 
infectious diseases, it has moved increasingly 
into the area of services directly concerned 
with the personal health problems of indi- 
viduals. With advances in medical science, 
the arbitrary line between prevention and 
treatment has narrowed and the distinction be- 
tween community and individual health has 
become less sharply defined. Society has in- 
creasingly placed on public health an obliga- 
tion to assure the availability of essential 
health services for all individuals. These 
trends have been translated into broadened 
programs of prevention, diagnosis, and treat- 
ment for the principal communicable diseases ; 
programs for the protection of the health of 
mothers and infants; school health programs; 
and programs for the prevention, detection, and 
correction of dental, visual, hearing, and other 
defects. 

Health departments also provide an increas- 
ing range of services for the control of such 
chronic diseases as cancer, heart disease, dia- 
betes, arthritis and rheumatism, and for the 
rehabilitation of children crippied by ortho- 
pedic, cardiac, orthodontic, and other con- 
ditions. Programs have been developed in the 
fields of mental hygiene, hospital planning, 
construction and licensure, hygiene of the 
aging, and general medical care for needy 

Thus, at the same time that public welfare 
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was necessarily becoming more and more con- 
cerned with health services for needy persons, 
public health was moving inevitably from 
community-wide health programs to concern 
with the medical needs of individuals. These 
converging interests, implemented with new 
legislation and broadening public support, can 
be a source of strength if they result in an 
effective pooling of experience, skill and 
planning as well as cooperative program 
operations. 


The joint statement develops the 
thesis that health and welfare are—or 
should be—in business together. It 
further provides facts needed to enable 
both partners to discharge the responsi- 
bilities for which each has special 
competence. 

These, to me, are the distinctive fea- 
tures of this document. Both the 
American Public Health Association and 
the American Public Welfare Association 
have previously developed excellent 
Statements of the principles covering 
concepts of good medical care and 
methods of organization necessary to 
provide good care. The sections of the 
joint statement on these aspects of ad- 
ministration draw heavily on the earlier 
statements. They also draw on the 
studies made by the Subcommittee on 
Medical Care of the American Public 
Health Association of general medical 
care programs administered by health 
departments *; and a study made by the 
Bureau of Public Assistance of medical 
care in public assistance in 20 states.® 
These sections on concepts of good med- 
ical care and on methods of administra- 
tion will be of great value to present-day 
administrators, for they combine theory 
and experience in a way which gives 
reality to the standards suggested 
throughout. 

I shall confine my discussion to the 
background facts presented by the state- 
ment and to its plea for better integra- 
tion in the combined health and welfare 
effort. 

Although the statement contains 
much useful information, the most timely 
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is that describing (1) the provisions of 
the 1950 amendments to the Social 
Security Act that directly affect medical 
care for needy persons, and (2) how 
the monies made available can be used. 


MEDICAL CARE AND PUBLIC ASSISTANCE 
IN THE 1950 AMENDMENTS 
The major changes in the 1950 public 
assistance legislation that relate to health 
and medical services can be summarized 
briefly as follows: 


1.A new category for assistance to the per- 
manently and totally disabled was estab- 
lished. 

. Federal aid was authorized to enable the 
states to purchase or otherwise furnish med- 
ical care in behalf of assistance recipients. 

. Federal aid was also authorized for aid 
to needy persons in the four special cate- 
gories of assistance residing in public as well 
as private medical institutions other than 
those for mental disease and tuberculosis. 

. Finally, the amendments required that there 
must be (after 1953) a state authority re- 
sponsible for establish.1g and maintaining 
standards for medical institutions in those 
states in which assistance payments are 
made to or in behalf of residents in such 
institutions. 


The legislative change most directly 
related to the joint statement is, of 
course, the one that makes it possible for 
the states to use federal funds to pur- 
chase medical services for needy people. 
The statement describes the following 
ways in which federal funds may be 
used: 


1.Money payments to assistance recipients to 
enable them to meet the costs of medical 
care. (The limited ceilings on the amount 
which may be matched with federal funds 
in behalf of any individual in any one month 
make this somewhat difficult. Nevertheless, 
it is possible to pay small bills in this way 
or to make installment payments on larger 
bills over a number of months.) 

. Payments to providers of medical services 
or to prepayment plans in behalf of recip- 
ients of assistance. The effect of limited 
ceilings also applies to this method, since 
federal matching is available only on the 
portion of the “payments-to-vendors” which 
together with the cash assistance payment 
to the recipient does not exceed the maxi- 
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mum on monthly payments.* (For example, 
if the regular monthly payment to a 
recipient of old-age assistance is $45 a 
month, the state may claim matching on 
only $5 more for medical care for him in 
any one month.) 

3.A “pooled fund.” One way of obtaining 
maximum federal aid for medical care costs 
is to average out such costs by means of a 
“pooled fund.” (A “pooled fund” is “a 
fund established, maintained, and operated 
by the public assistance agency as a pre- 
payment arrangement to meet the cost of 
medical services for public assistance re- 
cipients, and into which fixed payments are 
made each month in behalf of each public 
assistance recipient covered by the fund.” *) 


The fund must, of course, be used 
only for the purpose for which it was 
created and for the persons in whose 
behalf payments are currently heing 
made into the fund. In some states the 
law or fiscal practice has prevented the 
use of the pooled fund method. For 
example, in some states unexpended 
balances in welfare as in health must 
revert to the general fund of the state at 
the end of the fiscal period, thus pre- 
cluding a “pooled fund.” In other states 
the attorney-general has ruled that 
additional state legislation is needed to 
authorize such a fund and several states 
are moving to secure such legislation. 

State health department personnel 
undoubtedly can be helpful to welfare 
officials in exploring ways of establishing 
a pooled fund. Knowledge of the fiscal 
aspects of the voluntary prepayment 
plans, familiarity with principles of 
medical economics, and the applicability 
of these principles in large-scale plan- 
ning, as well as experience with state 
law and fiscal procedures and with 
federal-state relationships in the de- 
velopment of state plans for grants-in- 
aid, combine to give the health officer 
considerable “know how” that should 
prove valuable. 


medical care. 


ARRANGEMENTS WITH PROVIDERS 
The statement also describes the 


options open to the welfare department 
in developing arrangements with pro- 
viders of medical services using the three 
methods for financing the costs of med- 
ical care—money payments, payments 
to vendors, and pooled funds. If the 
money payment method is used, the 
recipient makes his own arrangements 
for care, including arrangements for 
paying the costs. If, however, the 
agency elects to use payments to vendors 
or a pooled fund, it can do any of the 
following: 


1, Arrangements may be made, on an indi- 
vidual or group basis, with practitioners, 
hospitals, and other vendors to reimburse 
them for authorized service rendered 
assistance recipients on the basis of a sched- 
ule of payment previously agreed on. 
.The responsible department may provide 
health services itself through the employment 
of physicians and other health personnel on 
either a full- or part-time basis. Federal 
participation in this type of arrangement is 
only possible in agencies that finance the 
arrangement through a pooled fund. 
3.It is possible to purchase protection for 
eligible assistance recipients from existing 
voluntary insurance plans such as Blue 
Cross, Blue Shield, or group practice plans 
on a premium payment basis. 
4.Similarly, it is possible to negotiate the 
purchase of medical services for assistance 
recipients directly from medical societies or 
similar professional organizations. This 
plan has been tried in certain counties in 
Kansas," in the State of Washington, the 
City of Toledo, the County of Pueblo, 
Colorado, and elsewhere. 


N 


COOPERATION BETWEEN HEALTH AND 
WELFAR®: 

The joint committee agreed that “at 
this time no single pattern of responsi- 
bility for medical care to needy persons 
is either possible or desirable.” The 
pattern may be one of the following: 


The responsibility for providing general 
medical care for the needy may, and usually 
does, rest with the welfare department. In 
this case health department services are a 
“resource” to needy individuals requiring 
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The responsibility may rest with the health 
department, as in the States of Maryland and 
Washington and in some localities? In these 
communities the welfare department refers 
recipients of public assistance to the health 
department for their needed medical services. 

“Appropriate agreements, including financial 
arrangements, may also be developed whereby 
the health department administers, on behalf 
of the welfare department, the med cal care 
program for needy persons. Such a:range- 
ments between welfare and health depariments 
received strong endorsement from professional 
health organizations in a resolution adopted 
on January 7, 1950, by the six national asso- 
ciations represented in the Inter-Association 
Committee on Health,* which stated in part: 
‘Any provision to finance medical care for 
assistance recipients should permit the adminis- 
tration of the medical aspects of such care by 
public health departments and . such 
arrangements should have the support of the 
six organizations.’ 

“Whatever the pattern of administrative 
responsibility, coéperation between health and 
welfare departments is essential to effective 
use of public resources. Through joint plan- 
ning, duplication and vaste can be avoided, 
gaps in service can be filled, and the future 
development of programs can be placed on a 
sound basis.” 


The joint statement suggests several 
devices for achieving coéperation in pro- 
gram planning. For example, an inter- 
departmental committee may be estab- 
lished to include other departments with 
major responsibility for medical services 
(e.g., rehabilitation and hospital ad- 
ministration ) . 

Personnel with special competence 
may be detailed either on a full- or part- 
time basis from one department to the 
other, as, for example, social workers 
from welfare to the health department, 
or medical administrators from health 
to the welfare department. 

Some years ago I saw in Bremerton, 
Wash., a most interesting and successful 
example of this type. The health de- 
partment had its offices and clinics in a 
voluntary community hospital and the 


* American Dental Association, American Hospital 
Association, American Medical Association, American 
Nurses Association, American Public Health Association, 
and American Public Welfare Association. 


AMERICAN JOURNAL OF PuBLIc HEALTH 


Jan., 1952 


social services were supplied to both the 
hospital and the health department 
clinics by a detail from the welfare de- 
partment. 

Likewise, regular channels for con- 
sultation may be worked out between 
the departments on questions in which 
each has special competence. ‘For 
example, welfare departments might 
seek health department advice in nego- 
tiating a fee schedule for physicians’ 
services, while health departments might 
benefit by welfare department experience 
on questions of eligibility determination. 
Welfare departments might request con- 
sultation on the medical aspects of indi- 
vidual cases, whereas health departments 
would seek assistance on the social 
aspects of patient care.” 

Since the establishment of the new 
permanent-total disability assistance 
program there have developed in a num- 
ber of states arrangements whereby an 
official of the health department serves 
as reviewing officer for welfare in de- 
termining that the applicant for assist- 
ance is disabled. The day-to-day oper- 
ations of a program for general medical 
care of the needy offer another oppor- 
tunity for codperation. Each day some 
individuals must be referred between 
the two departments to assure the fullest 
utilization of available services by those 
who need them. Health officers should 
refer to the welfare department persons 
needing financial assistance, social case- 
work, child welfare, and other social 
services that are not available in the 
health department. This applies equally 
in the categorical health programs. One 
of the most pressing arguments for such 
referrals is to be found in the tubercu- 
losis programs,®"® where absence or 
faulty use of social services and assist- 
ance impedes early admissions to sani- 
taria, contributes to discharges against 
advice, and in other ways interferes with 
the control of tuberculosis. 

As Dr. Leonard A. Scheele pointed 
out in a speech before the American 
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Public Welfare Association in 19-9, 
“The cultural lag between the enuncia- 
tion of a new idea and public acceptance 
and action based upon it has been esti- 
mated as 30 years. In view of this, 
perhaps it is not surprising to find con- 
siderable discrepancy between what 
health and welfare workers say about 
coéperation and what they actually do 
about it... . The urgency of immediate 
transition from talk to action must again 
be stressed,” 

My memory is crowded with recol- 
lections of lost opportunities for coépera- 
tion between the two agencies involved. 
I recall, for instance, arriving in one 
state welfare department to find the 
staff preoccupied with the importunings 
of a legislator for payment of a midwife 
for services to assistance recipients. I 
was urged to help develop reasons why 
this should not be done. It had not 
occurred to the welfare staff to ask the 
health department whether midwives 
were licensed and paid under the 
maternal and child health program. A 
telephone call to the director of maternal 
and child health produced facts and ad- 
vice that quickly resolved the issue. In 
that state midwives are licensed, were 
paid under the maternal and child health 
program, and constituted a real resource 
‘—in some mountain counties the only 
easily accessible one. Later in the same 
day, the welfare staff deplored its lack 
of a medical social worker to assist in a 
much needed staff training program to 
improve services to incapacitated per- 
sons. With real skepticism the welfare 
staff again called the health department. 
This call produced a medical social 
worker from the crippled children’s pro- 
gram who undertook immediately the 
task which she subsequently successfully 
carried out. 

In another state, the welfare adminis- 
trator declined an invitation from the 
health officer to serve on the advisory 
council to the hospital construction 
survey. When he belatedly realized the 


MeEpIcAL CARE FOR THE NEEDY 61 


implication of that survey, especially for 
the chronically ill, aged, and infirm 
assistance recipients, he asked to be 
added to the council, where he served 
with considerable advantage to the wel- 
fare program—and I am confident with 
equal advantage to the health depart- 
meat. 

I hope the discussion will cite many 
examples of successful coéperation, for 
if we can give vitality and meaning to 
that much used word we shall supply a 
much needed “something” that is within 
our grasp. It is important to remember 
that only a few states have a legislative 
base for a medical care program for 
needy people. But all states have a 
variety of laws establishing a range of 
medical service programs, assistance 
programs, and rehabilitation programs. 
The people who administer these pro- 
grams will determine whether they offer 
a series of unrelated services or whether 
they are so planned and operated that 
they offer more than the sum of their 
parts. A Chinese philosopher born in 
604 B.C. has told us that:'* 


“Thirty spokes are made one by holes in a hub, 
By vacancies joining them for a wheel’s use; 
The use of clay in moulding pitchers 

Comes from the hollow of its absence; 

Doors, windows, in a house, 

Are used for their emptiness ; 

Thus we are helped by what is not 

To use what is.” 


States and communities can be 
“helped by what is not, to use what is.” 
The absence of a general medical care 
program for the needy forces use of 
what we have. The series of programs 
for special health services; for assistance, 
including medical care; and for rehabil- 
itation can form the spokes of a wheel. 
Coéperation among the agencies that 
administer these programs can be a rim 
that binds them together with new 
strength and balance to achieve together 
what they could not apart. 
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1951 Local Health Units Directory 


What has hitherto been called 
Directory of Full-Time Local Health 
Officers has recently been published for 
1951 by the U. S. Public Health Service. 
Its 1951 title is Directory of Full-Time 
Local Health Units. A full-time health 
unit is defined as “one which is officially 
organized to provide medical, nursing, 
and sanitation public health services 
during all of the regularly scheduled 
work week of the governmental unit to 
which it is attached and which is under 
the direction of a full-time health officer 
or other designated administrative 
head.” A full-time health officer is de- 
fined as “one who is officially designated 
to direct the activities of a health de- 


partment and who is paid to so function 
during all of the regularly scheduled 
work week of the governmental unit to 
which the department is attached.” 

In former years urban places of 10,000 
or more included within the full-time 
jurisdiction were shown; in the most 
recent report all areas not included in 
the jurisdiction are listed, thus making 
it possible to get a more accurate figure 
on extent of population served than has 
heretofore been possible. 

Of nearly 1,300 jurisdictions serving 
local areas, including state service dis- 
tricts, more than one-fifth were with- 
out a health officer as of July 1, 
1951. 
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A Discussion of 


A Study of Combination Services in 
Public Health Nursing” 


PEARL McIVER, R.N., F.A.P.H.A. 
Chie}, Division of Public Health Nursing, Public Health Service, 


MBINATION agencies mark a 

third milestone in public health 
nursing history. Public health nursing 
was initiated and developed by non- 
official or private agencies for the pur- 
pose of furnishing nursing care to the 
“sick poor” in their homes on a visit 
basis. It is to the everlasting credit of 
those early “visiting nurses” that they 
recognized the need for something more 
than nursing those who were already 
sick. More than fifty years ago, the 
nurses who were visiting the sick real- 
ized that the number of sick persons in 
their communities could be reduced if 
the families of these persons knew how 
to prevent illness. Prevention in those 
days included teaching them to boil the 
milk and water given to babies; to 
screen their homes against flies and mos- 
quitoes; to practise habits of cleanliness, 
and to keep sick members of the family 
away from well persons. In order to 
emphasize the preventive aspects of their 
work, many visiting nurse organizations 
prefaced their titles with the word “In- 
structive.” At that time, the term “pub- 
lic health nurse” was practically un- 
known. All of the nurses engaged in 
what we now know as public health 
nursing were employed by nonofficial or 
voluntary organizations. But preven- 


* Presented before the Public Health Nursing Section 
of the American Public Health. Association at the 


Federal Security Agency, Washington, D. C. 
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iion of disease was recognized as being 
fully as important as care of the sick. 
Thus, the first milestone in public health 
nursing was passed. 

At the turn of the century (1898), a 
few city health departments recognized 
the contribution nurses could make to 
disease prevention ard added nursing to 
such programs as tuberculosis control, 
school hygiene, and maternity care. 
However, the first nurses employed by 
health departments were assigned to 
special programs, and they did not serve 
the family as a whole. In those days, 
the concept that a health department 
must prevent disease but do nothing 
that was even related to the care of the 
sick was acclaimed rather widely. 
Therefore, the nurses employed by 
health departments were encouraged to 
be concerned with but one disease or 
health problem and to refer any requests 
for nursing care to a private agency. By 
1920, we were so highly specialized that 
in the more fortunate cities one family 
might be visited on the same day by 
four or five nurses, each from a different 
department or agency! Then came the 
studies of generalized versus specialized 
nursing, and the conclusion emerged that 
one public health nurse should care for 
the nursing needs of an entire family. A 
second milestone was passed. However, 
since health department nurses were 
not supposed to give nursing care to the 
sick, codperative arrangements were 
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usually made with a visiting nurse to 
care for those families where there was 
illness and where bedside nursing care 
was required. 

For a couple of decades public health 
nursing in health departments and in 
voluntary agencies developed separately, 
but side by side, in an increased number 
of communities. Considerable progress 
was made both in expanding the serv- 
ices and in improving the quality of 
service. However, the demands jor 
public health nursing service increased 
more rapidly than did the supply of pub- 
lic health nurses. During World War 
II, the shortage in the supply of all 
types of nurses was highlighted, and 
everywhere the watchword was “effective 
utilization of all our national resources.” 
For the first time, the public realized 
that there was a limit to the available 
supply of young women who could be 
recruited for nursing. Perhaps we can 
never have as many public health nurses 
as we want and think we need. The 
question is, how can we use the available 
supply most effectively? From this 
study, it would appear that a combina- 
tion service, a service jointly planned, 
financed, and administered by the official 
health department and a_ voluntary 
agency, is one answer. Recognition of 
the public health nurse as an important 
factor in the prevention of disease and 
the promotion of health was our first 
milestone—acceptance of the idea of one 
public health nurse serving as a general- 
ized health worker to a family was the 
second milestone passed. Development 
of the combination agencies may well 
be our mid-century milestone. 


PURPOSE OF THE STUDY 

The purpose of this study was limited 
because the financial resources of the 
National Organization for Public Health 
Nursing were limited. As stated in the 
report, “. . . the study would include 
a detailed analysis of current adminis- 
trative practices in combination services, 
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an analysis of their strengths and weak- 
nesses, and the preparation of a state- 
ment of principles that could be used by 
any community considering the possi- 
bility of developing this type of public 
health nursing program.” 


AREAS SELECTED 

Five combination services located in 
widely different geographic areas were 
selected for study.* With the exception 
of Columbus, Ohio, all of these services 
had been developed during the past ten 
years. The size of the nursing staff 
varied from 26 in Winston-Salem, to 
83 in Seattle, with the population per 
nurse varying from 1 to 4,000, to 1 to 
8,300. Each of the cities had an organ- 
ized health department operating under 
the direction of a qualified full-time 
medical officer. ‘che programs were not 
ideaiical in all agencies, but all agencies 
offered a fairly comprehensive service 
which included bedside nursing care. 


METHODS OF STUDY 
The methods of study included: 


. Analyses of questionnaires filled in by each 


agency 

. Personal interviews with the health officer, 
staff nurses, voluntary association board 
members, representatives of the consumers 
of nursing care, private physicians, and 
Community Chest officials 

. A study of materials in each agency, such as 
minutes of board and committee meetings, 
family records, manuals, copies of signed 
agreements, etc. 


ADMINISTRATIVE PRACTICES OF THE 
FIVE AGENCIES 
In each of the areas studied, the report 
states that: 


1. Responsibility for planning the combined 
service was shared by the health department 
and the visiting nurse association. 

2. The voluntary agency remained a corpo- 
ration and retained its identity. 

3. Each health department either had, or had 
established, a division of nursing and had 
appointed a director who was acceptable to 
the visiting nurse association and to the 


| 

é 

- 
y 
2 
3 
Ky 
| 
3 a 


Vol. 42 


medical director of the health department. 

4. The medical director of the health depart- 
ment was recognized as legally responsible for 
the community public health program. 

5. The board of the visiting nurse organiza- 
tion served as an advisory committee to the 
division of public health nursing of the health 
department. 

6. A medical advisory committee was con- 
sidered important in the organizational struc- 
ture. (It is not clear what relationship the 
medical advisory committee had to the health 
officer.) 

7. Written agreements were prepared and 
signed by both parties in each area. Each plan 
stipulated that either agency could withdraw 
at any time if the arrangement was not satis- 
factory. 

8. The division of public health nursing was 
financed by tax and voluntary funds. How- 
ever, the proportionate shares varied. In 
three areas, the voluntary agency contributed 
about one-third of the total budget; in one 
area, the voluntary agency contributed about 
two-thirds of the total budget; and in the 
other area, the official agency contributed 
about three-fourths of the total nursing costs. 

9. All the agencies collected fees for bedside 
nursing care if the patients could afford to 
pay. In three areas, the city councils “legal- 
ized” the collection of fees by health depart- 
ment agencies and set up a “special nursing 
fund” in the city treasury where these fees 
could be deposited. In one area, health de- 
partment nurses could not collect fees, and the 
patients who received bedside care were billed 
by the voluntary agency. In the other area, 
the visiting nurse association was designated 
as the division of public health nursing by the 
health department, and the nurses continued 
to collect fees, as had been their practice in the 
past. 


WHAT ARE THE STRENGTHS AND WEAK- 
NESSES OF COMBINED SERVICES? 

1. While none of the agencies had 
sufficient personnel to meet currently 
accepted standards, all the agencies were 
convinced that the services of each nurse 
were being utilized more economically 
under the combination plan. These 
agencies believed that a shortage of 
nurses is an argument for, rather than 
against, combining services. 

2. Many health departments fear 
that the bedside nursing service may 
take priority over the preventive serv- 
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ices and that the usual preventive and 
educational services will suffer under 
such a plan. An analysis of the case 
load in each area reveals that the num- 
ber of visits and types of cases served 
by the combination agencies included in 
this study were quite similar to the 
types of cases and the number of visits 
per case for the same agencies before 
combining. 

Interestingly enough, there was a 
slight increase in the number of visits 
to “noncommunicable” disease cases 
under the combination plan. Presum- 
ably, most of the bedside nursing visits 
were to patients in that category.* How- 
ever, the study shows that the amount 
of time per visit was greater for visits 
to noncommunicable disease cases. The 
average time for a visit to a noncom- 
municable disease case was reported as 
42 minutes, compared with the average 
of 26 minutes for all other types of 
cases. Thirty per cent of all visits were 
to noncommunicable disease cases. 
Therefore, it would appear that at least 
40 per cent of the field visiting time was 
being devoted to this type of case. How- 
ever, the nurse who is giving nursing 
care to a patient in his home his a 
wonderful opportunity to teach the value 
of immunizations, the prevention of 
home accidents, the importance of 
periodic chest x-rays, and numerous 
other aspects of the preventive pro- 
grams. Therefore, this study appears to 
indicate that the preventive and health 
promotional phases of the program are 
not limited by the inclusion of the bed- 
side nursing service in an official health 
program. 

3. The combination plan provided for 
a better utilization of supervisory and 
consultant services. With the numerous 
new programs being added to the gen- 
eral public health program, providing 
supervisors or consultants who are well 
informed in each of these specialties be- 
comes very costly. Under the combined 
plan, all staff nurses of both agencies 
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benefit equally from the help of special 
consultants. 

4. From the data included, it appears 
that staff nurses, as well as patients, 
enjoyed the more comprehensive pro- 
gram and that there was less duplication 
of work on the part of the nurses. These 
impressions were gained largely from 
interviews. There were no data to show 
on what basis the persons interviewed 
were selected and whether they repre- 
sented the majority opinion of the sev- 
eral groups. 

5. All of the five areas studied gave 
field training to one or more types of 
students. Since these agencies offered 
practically all types of public health 
nursing in their programs, such a serv- 
ice offers unusually rich experience 
opportunities te students, both basic and 


thusiastically in favor of the combined 
programs and found the voluntary 
agency boards a real source of strength. 
The voluntary boards seemed to enjoy 
the more extensive and varied responsi- 
bilities they had under the combination 
plan. While there were fears in the 
beginning on the part of the voluntary 
agency that the health department would 
“take over,” no doubt some of the health 
officers worried for fear that the volun- 
tary board would begin “dictating.” 
Apparently, they learned to respect and 
appreciate each other. Even officials 
of the Community Chest agencies 
(which secure the funds for the volun- 
tary agencies) are quoted as saying: 
“Combination services are sound and 
provide a more satisfactory service.” 
The opening sentence under the 
section on opinions regarding the serv- 
ices was: “In spite of some adverse 
factors, the people associated with the 
participating agencies were enthusi- 
astically in favor of combination serv- 
ices.” * This reviewer failed to find the 
“adverse factors” clearly defined in the 
report. A few of the difficulties were 
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no doubt due to a hestitancy on the part 
of some staff nurses who had been en- 
gaged in a special phase of public health 
nursing for many years; a difference 
between the two agencies regarding per- 
sonnel policies and qualification require- 
ments; legal restrictions which had to 
be adjusted before policies recommended 
by the voluntary agency could be put 
into operation; suspicion on the part of 
others that anything new and different 


If this report is overbalanced with the ad- 
vantages of combination services, it is because 
the people associated with them expressed far 
more satisfaction than dissatisfaction. There 
was some cause for dissatisfaction, but it was 
held to a minimum because the health officers, 
boards, and nurses responsible for the combi- 
nation services were so convinced of the value 
of combination plans that they either found 
solutions to problems or accepted adjustments. 
All decisions were influenced by a desire to 
have the best possible service for the com- 
munity.* 


GENERAL PRINCIPLES FOR THE DEVELOP- 
MENT AND ADMINISTRATION OF COMBI- 
NATION PUBLIC HEALTH NURSING 
SERVICES * 

The eleven principles outlined in this 
statement, for the most part, are based 
upon the practices that have been tried 
and found to be successful in the five 
agencies. This statement should be 
helpful as a guide to other communities 
interested in establishing joint services. 
Some agencies may believe that the 
statement is not specific enough. Others 
may believe that some of the recom- 
mendations (such as the goal of one 
public health nurse to each 2,000 of the 
population) need further study before 
acceptance as established standards. 
But the general principles with regard 
to joint planning; shared financial re- 
sponsibility; fitting nursing into the 
total health program in the community; 
a voluntary group which participates 
actively in the development and mainte- 
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nance of a sound public health nursing 
program; written agreements which 
clearly define each agency’s responsi- 
bilities; joint public relations program 
so that one agency does not claim all 
the credit; a well qualified full-time 
health officer and recognition of his legal 
responsibilities for the total public health 
program; these are principles to which 
all will subscribe. 


COMMENTS AND QUESTIONS 

This reviewer has been a strong advo- 
cate of combination services for many 
years. Therefore, the findings of this 
report are gratifying. However, the 
study was limited, and many questions 
remain unanswered. While one might 
have expected the data assembled to 
provide some of the answers, perhaps 
the special advisory committee should 
have defined some of the terms before 
the survey was begun. For instance: 

1. What do we mean by “bedside 
care”? In some instances one would 
assume that this was a service only to 
“noncommunicable disease cases.” And 
yet much of the service rendered to 
patients with chronic diseases (usually 
classified as noncommunicable disease) 
does not include bedside nursing care. 
Only one agency reported the bedside 
care visits to all the various types of 
cases and tabulated them separately. In 
this instance, more than half the visits 
for the purpose of giving bedside care 
were given to communicable disease 
cases, infants, school children, etc. What 
was the total bedside nursing case load 
in these agencies? Undoubtedly it was 
more than that represented by the visits 
to noncommunicable disease cases. 

2. Presumably fees were collected 
only when bedside nursing services were 
rendered, and then only if the patient 
was financially able and willing to pay. 
If a family is financially able to pay but 
fails to pay for the service, is service de- 
nied to that family? In three areas, 
the fees collected were credited to the 
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budget of the nonofficial agency. As 
stated previously, in three areas the 
voluntary agencies contributed about 
one-third of the total budget for the 
division of public health nursing. What 
percentage of their contributions came 
from fees collected by the nurses, or 
earned income? 

3. For a number of years the National 
Organization for Public Health Nursing 
and the American Public Health Asso- 
ciation have advocated one public 
health nurse to each 5,000 of the popula- 
tion for the usual preventive services 
rendered by a health department. On 
the other hand, when bedside nursing 
care of the sick is provided, the com- 
monly accepted ratio is one nurse to 
each 2,000 of the population. The im- 
plication of these two ratios is that two 
and one-half times as many nurses are 
needed on a health department staff if 
a bedside nursing service is added to the 
usual health department services. If 
the public is to assume that the volun- 
tary agency’s contribution is to cover 
the cost of the bedside nursing program, 
either the voluntary agency’s propor- 
tionate share of the entire budget or 
our ratio of nurse to population in com- 
bination agencies needs to be revised. 
None of the combination services in- 
cluded in this study had a ratio of 1 
to 2,000. While it is evident that all 
of them need more nurses than they 
now have, apparently they are doing 
a fair job of meeting community needs. 
This study clearly indicates the need 
for a study of the functions of public 
health nurses in agencies of this type 
to determine a reasonable ratio of nurse 
to population when bedside nursing care 
is a service included in a health depart- 
ment program. 

4. Did any of the health departments 
included in this study have advisory 
health councils? Many health depart- 
ments now have excellent councils of 
this type, and if a general health council 
existed, what would be the relationship 
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of the voluntary agency board to that 
council? Nursing is only one of the 
health department’s programs which 
benefits from community interest and 
support. Active community support for 
the entire health program is a desirable 
goal for every health department. 


CONCLUSION 

The foreword to this study was 
written by Dr. Eduard C. Lindeman, 
formerly Professor of Social Philosophy, 
New York School of Social Work, Co- 
lumbia University. This reviewer has 
discussed the technical findings of the 
report. However, this report, embody- 
ing the idea of voluntary and official 
agencies going forward hand in hand, is 
not only a milestone in public health 
nursing progress, it is significant as a 
trend toward democratic codperation on 
a community level in al! types of pro- 
grams. Dr. Lindeman says: 

We have here an example of democratic 
adaptability. Our totalitarian critics point with 
scorn at our democratic diversities. They in- 
sist that these diversities are symbols of in- 
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ternal weakness. lack of basic unity. Hence 
totalitarian societies strive for unity by elim- 
inating all voluntary organizations and insti- 
tutions—that is, by destroying diversity. This 
is precisely what democracies cannot do and 
remain democratic. Their guiding motto must 
always remain E Pluribus Unum, through di- 
versity toward unity. Qualitatively, strong 
private institutions and agencies are essential 
for democratic survival. But, in order to be 
strong, private institutions need not practice 
isolationism. Indeed, their real strength is 
revealed in their capacity to collaborate, to 
blend their services in the interest of efficiency. 
Thus it appears to me that the community 
experiments described and appraised in this 
study furnish still another illustration of 
American democratic adaptability—examples 
of the American Way. 
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Chronic Disease 


The University of Buffalo has organ- 
ized a Chronic Disease Research In- 
stitute which is staffed by a team of 
seven persons in the field of physical 
medicine and rehabilitation. The group 
will give primary attention to research 
and will work on the problems of ad- 


Research Institute 
vancing the handicapped patient “from 


the bed to a place in industry.” The 
industries of the area will codperate in 
the work of the institute. 

Henry V. Morelewicz, M.D., chief of 
the Department of Physical Medicine 
and Rehabilitation, is in charge. 
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Public Health Degr 


ees and Certificates 


Granted in the United States and 


Canada, During 


the Academic 


Year, 1950—1951 


HE Committee on Professional Edu- 

cation presents its 18th consecutive 
annual report of public health degrees 
and certificates granted, with particular 
reference to graduate degrees. 

Continuing experience in the analysis 
of this material indicates numerous 
problems that should be borne in mind 
in the interpretation of the data. In 
certain schools, notably the University 
of Michigan and the University of Min- 
nesota, where both sanitary engineers 
and public health nurses may receive 
the degree of Master of Public Health 
through the School of Public Health, 
there is sometimes confusion as to the 
category in which these degrees should 
be reported. Among the master’s de- 
grees reported granted to the sanitary 
engineering group exactly one-seventh 
were reported to be M.P.H. degrees. 

In obtaining data on nursing degrees 
and certificates, separate reports on 
M.P.H. and other master’s degrees are 
not requested. In addition, there may 
be professional nurses or engineers tak- 
ing graduate work, not in their previous 
specialties but in public health adminis- 
tration, health education, hospital 
administration or other, directly in the 
School of Public Health. These would 
be reported in the tables on public 
health degrees rather than in the tables 
on either nursing or engineering degrees. 
In other words, like many another hu- 
man activity, this material does not lend 
itself completely to neat, unequivocal 
classification. 
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As in other recent years, this report 
includes summary tables only. Detailed 
tabulations have been made for deans of 
the schools participating in this annual 
inventory. They are available to others 
on request from the Association offices. 

The data included in this analysis are 
based on questionnaire reports made by 
the administrative officers of the schools. 
They have been subjected to statistical 
review only, without review of defi- 
nitions, course content, or course require- 
ments. 

Tabulations are made for what are 
considered graduate students and degrees 
only; masters’ degrees or higher for 
public health students and students in 
public health or sanitary engineering; 
baccalaureate degrees or certificates or 
equivalent for public health nursing. In 
addition, data are shown for bac- 
calaureate sanitary engineering and 
sanitation degrees. 

The National Organization for Public 
Health Nursing prepared the material 
on public health nursing students and 
degrees, and has granted permission for 
its use.in this report. It should be under- 
stood that data are reported only for 
public health nursing students complet- 
ing approved programs in universities 
accredited by the National Nursing 
Accreditation Service. 

The report includes data from three 
groups of schools giving graduate de- 
grees—20 giving public health degrees 
of various kinds, including the 11 schools 
of public health accredited for the 
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Enrollment in Graduate Public Health Courses and Students Receiving Graduate Degrees or 
Certificates, Five Year Summary, 1947-1951 


Students Recetving Degrees 
aid Certi5cate 


Academic 
Year 


Total, 5 years 


1946-1947 
1947-1948 
1948-1949 
1949-1950 
1950-1951 


1,409 
Master of Public Health degree by the 
Association; 44 offering graduate public 
health engineering or sanitary engineer- 
ing degrees; and 41 approved programs 
of study in public health nursing or 
approved basic curricula. A university 
may, and in fact a number do, appear in 
each of the three categories. 


ENROLLMENT 

There has been little change in enroll- 
ment in either graduate public health 
courses or in public health or sanitary 
engineering courses. On the face of it, 
public health enrollments appear to have 
increased only slightly. This is more 
real than apparent, since the figures for 
one university have fluctuated violently 
due to changes in reporting rather than 
changes in the real situation. Without 
this school’s figures for either year, there 
has been a 10 per cent increase in enroll- 
ment. With several exceptions, most 
notably the two Canadian schools, 
enrollment has increased in the various 
schools. The new School of Public 
Health at the University of Pittsburgh 
reports for the first time with an enroll- 
ment of 24. 

As to the various professions enrolling 
in courses leading to graduate public 
health degrees, there have been few 
significant changes. Although there has 
been a slight decrease in physician en- 
rollments, this group remains larger than 
any other and was exactly one-fourth of 


Public Public 
Health Health 
Engineering Nursing 


844 


Public 
Health 
3,008 


536 133 
$28 179 
575 152 
640 175 
729 205 


total enrollments. One-fourth fewer 
health educators were enrolled than in 
the previous year, probably reflecting the 
fact that the shortage of workers in this 
field is less acute than in any of the pro- 
fessions that make up the field of public 
health. Teacher enrollment dropped by 
the same percentage and probably for 
similar reasons, since it is to be presumed 
that this group is also largely preparing 
to become health educators. The num- 
ber of statisticians more than doubled— 
from 16 to 36 enrollments; those of both 
nutritionists and veterinarians increased 
also. Hospital administrators continued 
their upward trend in enrollments, which 
have more than tripled in 5 years. How- 
ever, there is a gradually decreasing 
percentage of physicians among the hos- 
pital administrator enrollees. 
Enrollment in graduate public health 
or sanitary engineering courses increased 
about 8 per cent, an increase due in part 
to an increase of seven in the number of 
schoois reporting such enrollment. 


DEGREES GRANTED 

A larger proportion of students en- 
rolled in public health courses received 
graduate degrees than in either of the 
past two years. More than 700 persons 
exclusive of engineers and nurses were 
added to those with graduate degrees 
that indicate special technical compe- 
tence for public health work. Nearly 
two-thirds received the M.P.H. degree 
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schools to 59 students, the largest num- 
ber, 60 per cent, by the North Carolina 
School of Public Health. 

During the current year the number 
of public health or sanitary engineering 
degrees granted passed the 200 mark 
for the first time. The 205 engineering 
students receiving degrees represented 
53 per cent of such students enrolled. 
All but 9 of the students received 
master’s degrees, the 9 receiving doc- 
torates. Of those receiving master’s 
-degrees, one-seventh, 27 students, were 
reported as receiving the M.P.H. degree 
rather thar an engineering degree. The 
number of engineers receiving graduate 
degrees related to public Sealth has been 
increasing steadily and was in the last 
year nearly nine times the number of the 
lowest war year, 1942-1943, when only 
24 students were reported receiving 
degrees 


The umber of public health nurses 
completing approved programs of study 
‘took another precipitate drop during the 
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past year. From a low of 719 in the 
war year 1941-1942, there was a steady 
climb annually until in 1947-1948 the 
number just topped 1,700. Then the 
decline began, slight in 1948-1949; 16 
per cent in 1949-1950; 17 per cent in 
1950-1951. The chief reason is re- 
ported to be the end of benefits under 
the G. I. Bill of Rights. Thus, with a 
shortage already in existence and with 
both an expanding population and ex- 
panding demand for public health 
nurses, particularly in relation to the 
various foreign aid programs, the num- 
ber of trained workers is being cut down 
at the source. This raises the question 
as to the need for increased support of 
nursing education from a variety of 
sources. Figures on nurse shortages 
were included in testimony at the hear- 
ings in September, 1951, on the Bolton 
bill for federal aid to nursing education 
before the House Interstate and Foreign 
Commerce Committee. 


UNDERGRADUATE TRAINING FOR PUBLIC 
HEALTH IN ENGINEERING SCHOOLS 
For the third consecutive year, data 

on baccalaureate degrees in sanitary 
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engineering as gathered and analyzed by 
the Division of Engineering Resources, 
Environmental Health Service of the 
U.S. Public Health Service, are included. 
The Public Health Service now has in- 
formation of this type for 60 years. It 
has been presented in five reports 
appearing in Public Health Reports in 
1924,' 1929, 1939, 1949, and 1950,° 
respectively. The last mentioned sum- 
marized the data beginning with 1889. 
Before 1900 only two schools gave de- 
grees in any year and the average 
number of students receiving degrees in 
sanitary engineering annually was only 
three. In the first decade of the present 
century, the annual average was 13; in 
the second and third decades, it was 
nearly 35. During both World Wars 
there was a significant drop in graduates 
—from 78 and 69 in 1916 and 1917, re- 
spectively, to 30 in 1918 and 26 in 1920. 
Not until 1928 was the lost ground re- 
gained. In that year, 74 graduates were 
reported. By 1939 the 100 mark had 
been passed, but but by 1942 the second 
World War drop began. The lowest 
point was reached in 1946, when 
apparently fewer than 40 students 
received baccalaureate degrees in sani- 
tary engineering. 

These five reports are worth study 
by those with responsibility for the 
development of adequate training of 
sanitary engineers and the adequate 
analysis of the numbers annually being 
trained. The extent of correction of 
the figures for the earlier years in each 
of the succeeding reports is also an elo- 
quent commentary on the difficulties 
both of definition and reporting. 

The second, or 1929 report, among its 
summary conclusions says: 


There is considerable difference of opinion 
among the universities as to the funda- 
mental concept of a sanitary engineering 
course. 

The sanitary engineering courses are in reality 
civil engineering courses with certain 
appended subjects, such as water supply, 
sewage disposal, the bacteriology and chem- 


oF PusLtic HEALTH Jan., 1952 


istry of water and sewage, and a little public 
health. 

Emphasis in both sanitary engineering and 
public health subjects reflects in practically 
all the institutions the personality of the 
professor of sanitary engineering. 

There is a great variation in the degrees 
granted by the institutions for equivalent 
work and also in the names of the course. 


That this is a recurring problem is indi- 

cated by the following from the 1950 

report: 

To a certain degree, inclusion or exclusion of 
an institution within the scope of this sur- 
vey was arbitrary. A review of catalogues 
showed that some colleges offered definitely 
prescribed sanitary engineering options; 
others indicated the availability of a sequence 
of courses in sanitary engineering without 
specifying that they comprised an optional 
course; still others set forth enough courses 
to enzble the student to obtain an adequate 
education in sanitary engineering if the 
proper ones were elected. In the end, much 
dependence was placed upon the opinions 
of the correspondents at the various insti- 
tutions as to whether their data on sanitary 
engineering graduates should be used in this 
summary. This is not a definitive method 
of selection. 


Arthur P. Miller, of the Division of 
Engineering Resources, who supervises 
the collection of these data annually, 
hopes that definitions and course con- 
tent may be clarified as time goes on. 
It may thus be possible in later years 
to have more comparable data as be- 
tween separate universities which would 
make the information more useful. More 
accurate figures in determining the 
approximate number of engineers 
trained in public health that can be 
added annually to the pool of public 
health personnel may also be expected. 

For the academic year just past, 34 
schools reported granting baccalaureate 
degrees in the public health or sanitary 
engineering fields. Though the number 
of schools is the same as in the prey'ous 
year, the schools are not the same. Four 
reporting such degrees last year reported 
none this year, while four schools not 
hitherto reporting are included. The 34 
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schools reported a total of 244 degrees 
granted, or an average of about 7 per 
school. Fourteen schools gave such de- 
grees to fewer than 5 students and only 
7 granted degrees to 10 or more 
students. The total number of degrees 
reported by the 34 schools represents a 
drop of 15 per cent from the 287 re- 
ported the previous year. 


BACHELORS’ DEGREES IN SANITATION 

Baccalaureate degrees in sanitation 
were reported granted by 9 schools— 
again not the same 9 that reported in 
1949-1950. The number receiving such 
degrees almost doubled during the year, 
increasing from 59 to 107. 

Specialized training of the professional 
nonengineering sanitarian is only just 
beginning. The University of Denver 
entered the lists for the first time during 
the academic year just past, reporting 21 
baccalaureate degrees in sanitation 
granted. Both the University of Michi- 
gan and New York University have 
announced specia! curricula for sani- 
tarians beginning with the academic 
year 1951-1952. 

The question of the place that the 
sanitarian has in the public health pic- 
ture is still in flux. The earliest of the 
Educational Qualifications Series of 


Note: For previous reports 
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this Committee, approved in 1937, is on 
qualifications of personnel in environ- 
mental sanitation, with separate sections 
for public health engineers and sani- 
tarians and a slight section on the ill- 
defined subprofessional personnel. In 
the succeeding revisions, separate reports 
were prepared on qualifications of public 
health engineers in 1947, and of sani- 
tarians in 1948. Whether later revision 
by the special committee on this subject 
will issue separate reports for engineers 
and sanitarians is for the future to de- 
cide. But it is evident that environ- 
mental sanitation should not be allowed 
to break into two separate and perhaps 
competing professions. 
Leroy E. Burney, M.D., Chairman 
Committee on Professional Edu- 
cation 
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HEALTH EDUCATION AS A TWO-WAY PROCESS 


DECADE ago, health education was generally conceived as a one-way process. 
The Health Educator wis concerned primarily with media for the dissemina- 
tion of information—with bulletins and pamphlets, with news releases, with lectures 
and radio talks, with films and posters and exhibits. These tools of the trade were 
—and continue to be—of vital importance. In the thinking of the Health Educator 
of 1952, however, the instruments for conveying information to the public take 
second place in comparison with another type of technique which aims at working 
out programs with the public. 

This change of attitude is the outcome of the impact of the philosophy of mental 
hygiene upon the public health profession. We realize more and more fully, as 
John Simon said nearly a century ago, that these are matters in which “deliberate 
national consents” must be obtained. The need for two-way processes in health 
education is, however, even more fundamental than this. Coéperative analysis of 
our health problems is not merely a more subtle form of salesmanship of a prede- 
termined program. The program itself is far sounder if worked out in honest and 
open discussion, in which the experts and the public participate, than if it is prepared 
by the expert alone in his ivory tower. 

The San Francisco meetings displayed this trend of our thinking in many ways. 
One-fourth of all the sectional sessions were devoted to panel discussions rather 
than to the presentation of formal papers; and the panel discussion, participated in 
by experts from various fields, is a demonstration of the process of group thinking. 

In at least three sessions the importance of securing really vital participation 
of the lay public was heavily stressed. 

Dr. Van Volkenburgh, in discussing the appraisal of local health services, noted 
the importance of self-surveys in evaluating the status of the administrative health 
program as a whole. He recognized the value of the use of the A.P.H.A. appraisal 
procedures by the expert as a continuing check on his own performance; but he also 
emphasized the major possibilities of simpler appraisal procedures which have been, 
and can be increasingly, applied by committees of citizens in measuring the actual 
impact of official and voluntary programs on the daily life of the community. Such 
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surveys are often revealing to the expert, and the process of conducting them pro- 
vides a measure of citizen understanding and citizen interest which insures the 
attainment of the ends in view. 

In a quite different field, the symposium on A Survey of Health Education in 
Prepayment Plans for Medical Care, under the direction of Dr. Milton Terris, lead 
to similar conclusions. The discussion brought out the fact that many medical 
care prepayment plans provide no facilities whatever for aa understanding by the 
subscriver of the philosophy of these plans and of the opportunities afforded by 
prepayment for the practice of truly preventive and constructive medicine. Those 
plans which did attempt some sort of educational program generally limited them- 
Selves to the distribution of printed material. Only in the New York HIP program 
and in certain codperative and labor groups was a really vital process of two-way 
education to be found. It seems clear from the facts presented that some sort of 
formal consumer organization and consumer coéperation is essential to the full 
success of any sound medical care program. 

Finally, the discussion on International Health at San Francisco (presented in 
the December issue of this JouRNAL) brought out—though less explicitly—the 
great importance of a two-way process in this most challenging field. Speakers in 
this symposium at least suggested politely the urgent need for adapting our pro- 
grams of techr.ical assistance to the actual needs, and to the mores, of less 
economically fortunate areas receiving aid from such international sources as the 
WHO and from direct grants by individual countries such as the United States. 
Those of us who are not hampered by diplomatic courtesy know well that, in certain 
countries, incalculable harm has been done to the cause of international codperation 
by brash Americans who have been determined to thrust policies and methods which 
were developed in the United States down the throats of peoples with social customs 
and religious beliefs that make such policies and methods repugnant to the popula- 
tions concerned. 

This need not occur under bilateral agreements. The records of the Rockefeller 
Foundation and the Institute of Inter-American Affairs have, in general, been 
excellent in this regard. Miultilateral agreements are, however, even more likely 
to take due account of local situations. ‘The World Health Organization has made 
the fullest use of health educators of the modern type, trained to develop group 
thinking and group planning on the part of the people concerned; and the cultural 
anthropologist has proved an invaluable member of its field parties. 

Public health, like government, must be “of” the people, and “by” the people, 
not merely “for” the people. 


GENERALIZED COMMUNITY NURSING SERVICE—A GOAL 
FOR THE FUTURE 


ISS Pearl McIver in this issue of the JourNaL points out that community 

public health nursing service has passed through three well marked stages. 
Public health nursing began its career toward the end of the 19th century in 

a highly specialized form. We had, it is true, the pioneering efforts of visiting 8 

nurse associations caring for all forms of illness in the home. We had also, however, 

Board of Health nurses and school nurses employed by the Board of Education; 

and we had also highly specialized nurses employed by various associations and 
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institutions to deal with particular individual health problems, such as child health, 
tuberculosis, and other specific conditions. It was theoretically possible in some 
communities to have half a dozen different varieties of nurses coming into the same 
home within a given period of time. 

This extreme of specialization has been eliminated during the past half century. 
It is rare to find more than three kinds of public health nurses (employed respec- 
tively by the Board of Health, the Board of Education, and a voluntary V.N.A.). 
In many rural areas there is one district nurse performing all three types of func- 
tions. In many cities, school and health department nursing have been combined. 

It is still true, however, that in most cities there are two distinct nursing organi- 
zations, one under official and one under voluntary auspices. The next step in a 
logical approach to the community nursing problem is the combination of these two- 
groups in a single joint staff; and it is this final stage of generalization with which 
Miss McIver deals. In a substantial number of socially minded communities, official 
and voluntary nursing staffs have been pooled, under the general direction of the 
Health Officer, but with an annual contract which maintains the governing board 
of the voluntary group as an advisory committee and insures a true codperative 
responsibility. 

The advantages of such a completely generalized community nursing service 
seem to the Editor to be four in number, listed in order of increasing importance: 


1. A system of this type can accomplish very material savings in the time of the total 
nursing force by avoiding both functional and geographical duplication of visits to the same areas. 

2. It can be used to further wider and more effective over-all planning for the most effective 
and intensive use of all available nursing personnel. 

3. It deepens and strengthens the vital personal contact between the nurse and the families she 


serves. 

4. It tends to develop in the nurse herself a more fundamental understanding of the “content 
of a visit” as a potential guiding force in promoting health in the broadest sense for the family 
as a whole, as well as for its constituent members. 


In a period of world crisis a discouraged skeptic once exclaimed, “Christianity 
has failed.” A far-seeing ecclesiastic replied, “No, Christianity has not failed. It. 
has never been tried.” 

Real, honest, completely generalized public health nursing service Aas been. 
tried in a few areas. As Miss McIver shows us, it has not failed. 

Has not the time come when these successful experiments should be more widely 
duplicated? We urge forward-looking health officers and directors of voluntary 
nursing agencies to study the experience of those communities which have made 
experiments along this line—and to go and do likewise. 


THE A.P.H.A. HOUSING ORDINANCE 


E Committee on the Hygiene of Housing of the A.P.H.A. was established 
fifteen years ago, with the twofold assumption that the housing conditions under 
which our people live form a vital and important factor in their health, and that the 
local Health Officer has a direct responsibility for promoting improvement in such. 
conditions. It has been our belief that, in most American cities, problems of space 
and light and air, of home safety and efficient housekeeping equipment, of conditions 
which promote the emotional health of the family are far more significant as factors. 
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in the health of the community than the conventional health department interest 
in the control of germ diseases. 

The construction of new buildings is controlled by elaborate codes enforced by 
Building Departments and Fire Departments; but these codes (while often con- 
taining archaic provisions which have little justification in modern thinking) omit 
many of the most important conditions which actually influence health. On the 
other hand, the Sanitary Codes of the Health Department itself are too often limited 
to the fields of water supply, waste disposal and vermin control and are equally 
oblivious of more subtle factors of home construction which are of major importance. 

It was for these reasons that the Committee on the Hygiene of Housing prepared 
its Appraisal Method for Measuring the Quality of Housing, which—under the spon- 
sorship of the U. S. Public Health Service—has been so widely used by Health 
Officers in the conduct of local community housing surveys. 

The value of such surveys has been outstanding in providing a clear picture of 
the actual status of the problem areas of our cities. It has revealed the regions 
which have become so deteriorated as to require complete demolition; and is now 
playing an increasing role as a basis for the work of Housing Authorities, City 
Planning Boards, and Redevelopment Authorities. 

In other areas we find homes which exhibit serious defects from the standpoint 
of health and safety but which can be made habitable and healthful within the 
limits of economic possibilities. Here there is a most promising opportunity for 
improvement, as has been demonstrated by such health departments as those of 
Baltimore, Memphis, and Milwaukee. 

Both as a basis for condemnation and as the ground for intelligent rehabilitation, 
we urgently need a clear legal formulation of the basic essentials of healthful hous- 
ing. With this end in view, the Committee on the Hygiene of Housing (through 
a subcommittee ably headed by Dr. E. R. Krumbiegel of Milwaukee) has prepared 
A Proposed Housing Ordinance, to be enforced by the Health Department. This 
ordinance is based, so far as practicable, on broad performance standards, while 
certain more detailed specifications are suggested in supplementary regulations to 
be adopted if desired under a provision of the basic crdinance. The draft has been 
prepared with highly competent legal advice and it is believed that it can be fully 
sustained in the courts. 

It is important to note that this is not presented as a “Standard” Ordinance 
or a “Model” Ordinance. It is a “Proposed” Ordinance. Some of its provisions 
may be too exacting for certain jurisdictions. Others may wisely be made more 
stringent in some cities. The Health Officer can omit or strengthen its individual 
provisions to meet local conditions. In the smaller cities, where the slum is in a 
state of embryonic development, adoption of an ordinance of this type could put an 
effective check on the evolution of future blight. It is hoped that the document 
may serve as a sound and effective guide for the Health Officer who recognizes that 
this vital area of public health may no longer be neglected. We urge administrators 
and engineers in all health departments to obtain copies of the Proposed Ordinance 
and study its application to their local conditions.* 


1. Copies of the Proposed Housing Ordinance will be available in the near future from the A.P.H.A. offices, 1790 
Broadway, New York, N. Y. 
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Clearing House on Pub... Health Salary 
Information and Personnel: Needs 


FIVE YEARS OF STATE SALARY STUDIES 

The fifth annual study of salaries in 
state health departments by the U. S. 
Public Health Service has just been 
published. These studies have been made 
in codperation with the Committee on 
Professional Education of the American 
Public Health Association and the Asso- 
ciation of State and Territorial Health 
Officers. 

The data indicate general upward re- 
vision of salaries for public health 
workers during the past year. Among 
nine classifications of workers the per- 
centage increase in median salary inter- 
vals ranged from 4 to 14 per cent— 
for business management officers and 
sanitary engineers, respectively. The 
increase for statisticians was 12 per 
cent; for medical personnel, supervisory 
and consultant nurses, and health edu- 
cators, 11 per cent; for sanitation per- 
sonnel, laboratory personnel, and nu- 
tritionists, 6 per cent. 

There appears to be some indication 
that rank and file professional workers 
are catching up with heads of depart- 
ments in salary increases. Health 
officers’ median salary ranges increased 
by 10 per cent, in comparison with 11 
per cent for all medical workers; di- 
rectors of sanitary engineering 8 per 
cent in contrast to 14 per cent for 
engineers. A similar trend for this year 
is observed for laboratory and nursing 
personnel. 

The report is based on 3,914 workers 
in the 48 states. Of these 256, fewer 
than 7 per cent, represented state health 
officers and nonmedical program di- 
rectors. Shown in the following table are 
the number reported in each category 
and the percentage increase in median 


[78] 


salary intervals reported during the cur- 
rent year, as well as for the 5 year period 
for certain categories: 


Number Per cent Increase 
1951 1950-1951 1947-1959 
Total 3,914 
Medical 
Health Officers 44 10 33 
355 il 43 
Sanitation Personnel 
46 29 
Other Engineers 509 14 20 
Other Personnel 611 6 56 
Public Health Nursing 
45 9 29 
Consultant and 
Supervisory 357 ll 3s 
Laboratory Workers 
tors 45 5 25 
Other Professional 1,320 6 21 
Statisticians 
Directors 40 7 21 
Others 124 12 _— 
Health Educators 195 il 
Nutritionists 124 
Business Management 
ers 73 
Directors, Dental 
Services 34 13 - 


The 5 years covering these state 
studies have seen a steady rise in salaries 
for all categories of workers. In the 5 
year period, median salary ranges in- 
creased by one-fifth or more. The 
largest percentage increase in median 
salary ranges was for sanitation per- 
sonnel other than engineers; the salaries 
of this group in 1951 were half again as 
much as they were in 1947. This is 
undoubtedly, in part at least, a reflection 
of the fact that salaries of this group 
have until recent years been unusually 
low. With a greater recognition of the 
need for professionally trained persons 
other than engineers in environmental 
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sanitation has come the development 
of such training with a consequent in- 
crease in compensation. 

Medical personnel other than health 
officers, consultant and supervisory 
nurses, and health officers with 43, 35, 
and 33 per cent increases respectiveiy, 
each had increases of one-third or more. 
Other reported increases ranged from 20 
to 29 per cent. 

A further analysis of the 5 year trend 
by Sam A. Kimble, chief of the Opera- 
tions Branch, will be found in the first 
issue of the new monthly Public Health 
Reports planned by the Public Health 
Service. This is expected off the press 
about mid-January. 

The next study of salaries in local 
health departments will be made as of 
April, 1952. Thus, a 5 year period will 
have been completed in which five state 
and four local studies will have been 
made. At that time the studies will be 
reviewed as to content, frequency, and 
format. The future of the studies will 
be determined on the basis of replies 
given a 1950 questionnaire to health 
officers concerning the usefulness of the 
studies (AJ.P.H., July, 1950, p. 871), 
as well as on the advice of the Associa- 
tion of State and Territorial Health 
Officers and the relevant committees of 
the American Public Health Association. 


HEALTH OFFICER SALARY COMMITTEE 

The Health Officers Section Council 
has reéstablished its Section Committee 
on Health Officer Salaries. At the re- 
cent 79th Annual Meeting of the Amer- 
ican Public Health Association in San 
Francisco, “the Committee was charged 
with specific promotion of equitable 
salaries for medical administrators by 
stimulation of Association Committees, 
outside organizations, and other bodies, 
by the collection and dissemination of 
pertinent data (not by extensive sur- 
veys but by utilization of existing re- 
sources).” Chairman of the committee 
is Edward McGavran, M.D., dean of 
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the School of Public Health, University 
of North Carolina. Its other members 
are Thomas Hood, M.D., state health 
officer of Kansas, and J. B. Askew, 
M_.D., health officer of San Diego, Calif. 


NEW YORK TIMES SALARY ARTICLES 

That salaries of public health and 
allied workers are not an ivory tower 
concern is indicated by at least two 
articles in recent issues of The New York 
Times. Howard A. Rusk, M.D., in his 
weekly columrm of November 18, 1951, 
noted in headlines, “Low Pay in Health 
Services Imperils C“tizens’ Welfare” 
and “Rise in Resignations of Vital Per- 
sonnel Cited for Speedy and Drastic 
Action.” Some of the shortages in New 
York City’s health and hospital per- 
sonnel are reported: 30 per cent of 
nurse jobs unfilled, with a 28 per cent 
differential between starting salaries in 
the health department and the Veterans 
Administration; a one-quarter shortage 
in clinicians for school medical and child 
health stations, at an hourly pay prac- 
tically the same as that for journeyman 
carpenters; a 50 per cent shortage of 
district health officers needed and a 37 
per cent shortage of those budgeted. 

The other article is by staff reporter 
Lucy Freeman, who frequently writes on 
health and medical matters. Miss Free- 
man selected “Hospitals Warned To 
Raise Salaries” (Sept. 19) for a lead 
item in reporting the recent meeting of 
the American Hospital Association. At 
this meeting Marcus Kogel, M.D., New 
York City’s commissioner of hospitals, 
warned that if hospitals wish to keep 
from losing their employees to defense 
work or private industry they must raise 
salaries. He pointed out the waste in- 
volved in training workers and then 
losing them to better paid jobs. In 
addition to increased salaries, he recom- 
mended sound personnel adrainistration, 
in-training, proper job placement, elim- 
ination of what he calls “the caste 
system” between professional and non- 
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professional workers, good working con- 
ditions, and recreational facilities as aids 
to maintenance of personnel quotas. 
Greater use of woman power, the older 
worker, and the handicapped was also 
recommended. 


PLACES TO PRACTICE IN MISSISSIPPI 

What appears to be a third report on 
Places To Practice Medicine in Missis- 
sippi was issued by the state’s Depart- 
ment of Health at the end of 1950. It 
is a list of 22 counties in the state in 
which the ratio of doctors to popula- 
tion ranges from 1,446 to 10,000 persons 
per physician. The list gives the popula- 
tion of the county, its main town, its 
public health and hospital facilities, and 
the name of the person to whom inquiries 
should be made about locating in the 
county. 

At the end of 1951 A Guide for Loca- 
tion of Physicians was published. It 
lists the population per physician in each 
county as well as the sales tax collections 
divided by number of physicians. The 
latter is an attempt to state the eco- 
nomic status of a community. 

Mississippi has now had several years’ 
experience in a very active recruitment 
program for rural physicians. A real 
service to public health would be per- 
formed if the experience were analyzed, 
the data tabulated, and the whole made 
available in some published form. 


ENGINEER AND SANITARIAN SALARIES 

The Conference of Municipal Public 
Health Engineers has recently completed 
a study of the salaries of engineers and 
sanitarians employed by health depart- 
ments. The results of the study are 
based upon information supplied by 42 
communities. Current salary data are 
given for directors of sanitation pro- 
grams, engineers, sanitarians, and sani- 
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tary inspectors. Compensation for use 
of private automobiles, vacation time 
and sick leave allowance, and pay for 
overtime are also discussed. The full 
report available from A. H. Herberger, 
Director, Division of Sanitation, Nassau 
County Health Department, 107 Mine- 
ola Boulevard, Mineola, N. Y. 


INSERVICE TRAINING IN ONE STATE 

The November Newsletter of the 
Idaho Public Health Association sum- 
marizes the training that has been car- 
ried out by the State Health Department 
during the recent past. The story is 
written in terms of what it means to the 
health program of the state. 

In 18 months, 14 staff members took 
short courses of from two to six weeks 
in their specialties. As an example of 
the results, it is reported that the senior 
bacteriologist had a six weeks course at 
the Public Health Service Communicable 
Disease Center. On her return she gave 
a three day “capsule” course to bacteri- 
ologists in state and local laboratories. 

Summarized also is longer training of 
workers on leave of absence for the 
purpose and who are under obligation to 
return to Idaho for at least two years. 
In five years, 34 persons have received 
such training, three each of physicians 
and laboratory personnel, two each of 
public health educators and sanitarians, 
and one each of eight other specialties. 
And examples of results are in the men- 
tal hygiene program, a study in dental 
hygiene, the new work of the medical 
social consultant, among others. Thir- 
teen of the 34 have been jost to the 
State, but as the sponsoring agency, the 
Public Health Service says; raising the 
scientific level anywhere is worth while. 

The whole is written up in breezy, 
almost pert, language that is quite a 
change from the more sedate language 
usually found. 
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COLUMBIA UNIVERSITY GROUP REVIEWS 
A.P.H.A. ANNUAL MEETING 

Growing out of a request of the stu- 
dents of the Columbia University School 
of Public Health, New York City, for a 
symposium based on the 79th Annual 
Meeting of the American Public Health 
Association recently completed in San 
Francisco, Margaret W. Barnard, M.D., 
associate professor of public health prac- 
tice, arranged a two hour session on 
November 21 at which five members of 
the faculty who had attended the Annual 
Meeting gave accounts of the meeting in 
terms of the papers and special sessions 
with which each was identified. Drs. 
Gurney Clark, Morris Greenberg, John 
W. Fertig, George Rosen, and Leonard 
Goldwater participated. 

Following the faculty presentation, 
Reginald M. Atwater, M.D., executive 
secretary of the American Public Health 
Association, described the Annual Meet- 
ing and the professional society which 
made the meeting possible, answering 
questions which had grown out of the 
previous presentations. Dr. Barnard 
invited students in the School of Public 
Health to become identified with the 
American Public Health Association 
early in their careers in order that they 
might gain from the Association and be 
prepared to take part in the improve- 
ment of the profession. 


HOME — SCHOOL — COMMUNITY 

The common aim of these three is 
happy useful citizens according to a 
progress report, 1950-1951, of the 
Tulare County Schools. This report, 
done largely in pictures and charts, tells 
a good deal about what the schools are 
doing, how they are doing it, and what 
needs to be done. The problems just 
ahead might well be that of health de- 
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partments—with just a little change in 
language. Reduce teacher turnover, have 
well trained teachers, have fewer and 
stronger health districts (there are 88 
school districts in this county of 150,000 
persons), and build a school program 
better geared to the needs of individuals 
and communities. 

This handsomely produced document 
might well be in the health educator’s 
kit of suggestive materials. J. Post Wil- 
liams is the county superintendent of 
schools, Visalia, Calif. 


FIFTY YEARS ON THE PACIFIC COAST 

To celebrate the 50th anniversary of 
the Pacific Coast Head Office of the 
Metropolitan Life Insurance Company, 
that office has published a handsome an- 
niversary booklet. The Pacific Coast 
Office serves six Pacific Coast states 
whose population has grown from 3,- 
000,000 in 1900 to more than 16,000,000 
in 1950. “Public Health Is Purchas- 
able” is one of the chapter headings 
which reminds readers that the com- 
pany’s Health and Welfare Division was 
formed in 1909 as a result of Haley 
Fiske’s “dictum that life insurance must 
become a greater social force.” William 
P. Shepard, M.D., is Director of the 
Pacific Coast’s Health and Welfare Divi- 
sion, 600 Stockton St., San Francisco, 
Calif. 


A SERIES OF HEARING BULLETINS 

Sonotone Corporation, manufacturer 
of a hearing device, has published a 
series of bulletins on hearing conserva- 
tion that might well be in the hands of 
public health workers, parents, and 
teachers. Conserving Our Children’s 
Hearing by Irving I. Schachtel is in two 
parts, each making up a pamphlet of 
about 50 pages. Which World for Your 
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Child? is a plea for early—preschool— 
attention to a child’s level of hearing and 
early remedy for any hearing deficiency. 
The pamphlets are presumably free. 
Sonotone Corporation, Elmsford, N.,Y. 


YOUTH AND COMMUNITY SERVICE 

The purpose of the School Program 
on Community Services of the Detroit 
Community Chest is educating youth for 
social responsibility. It is not only a 
good pioneering activity but has been 
analyzed as to its strengths and weak- 
nesses. For a Better Community was 
developed in 1950 as a resource unit to 
provide knowledge and interpretation of 
the social, health, and welfare services 
of the community. Since then the unit 
has been tested through a subcommittee 
of teachers and parents and a sampling 
process. The unit and the results will 
interest you. Mrs. Alice Sherman Adler 
is the director of the School Program 
on Community Services. The Com- 
munity Chest and the Council of Social 
Agencies of Metropolitan Detroit are the 
publishers, 51 West Warren, Detroit 1, 
Mich., 50¢; reduction on quantity 
orders. 


WORTH ACQUIRING 

An Annotated Bibliography for Teach- 
ing Nutrition in Elementary Schools has 
been prepared by the Community Nutri- 
tion Section of the Cleveland Dietetic 
Association and published for distribu- 
tion by the Cleveland Health Depart- 
ment. Free from Cleveland Division of 
Health, Room 17, City Hall, Cleveland, 
Ohio. 


“An Inquiry into Informal Groupings 
in a Metropolitan Area” provides un- 
usual factual data with highly practical 
implications for adult and health educa- 
tors. Fifty informal groups out of 218 
groups identified were studied in detail. 
These were seen to pass through the 
stages of being a collection of people, a 
habit group, and a purpose group. 
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Fascinating details of purpose, growth, 
and operation are recorded. 

When a community program is based 
on formal groups only, at least half the 
total population will be excluded from 
participation. An adult educator can 
influence the informal groups, perhaps 
not always to suit his immediate pur- 
pose. The educator can establish con- 
tact, however, only by getting out into 
the community. He will need “a bank 
of projects” of possible interest to the 
groups. 


Findings are from a doctoral thesis by 
Hurley Doddy, reportedly the first docu- 
ment of its kind in adult education 
literature, summarized in the Autono- 
mous Groups Bulletin. This is the quar- 
terly bulletin of the Autonomous Groups 
Committee; “an informal association of 
laymen, social scientists, and community 
educators—interested in groups in which 
the relationships between the individual 
members are based primarily on spon- 
taneous mutual attractions, in which 
aims and interests are congenial and de- 
termined by the group itself.” Walter 
Pettit is the chairman, Mrs. John 
Rogers, Jr., the secretary, from whom 
the report should be requested—1004 
Ambassador Hotel, Park Ave., and 51st 
St., New York 22. 


The Work Classification Unit guide 
has recently been published by the 
American Heart Association. The work 
classification unit, a relatively new de- 
velopment in the field of restoring handi- 
capped workers to productive employ- 
ment, is concerned with finding out the 
work capacity of its patients, based on 
medical diagnosis, and matching these 
capacities to types of job activities for 
which they are best suited by their 
physical condition. 

The guide was written for the national 
Cardiac-in-Industry Committee of the 
Association by Leonard J. Goldwater, 
M.D., chief of the Work Classification 
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Unit at Bellevue Hospital, New York 
City, and his staff associates, Drs. Lewis 
H. Bronstein and Beatrice Kresky, on 
the basis of experiences there during the 
past decade. The Bellevue Unit, estab- 
lished in 1940, is the first of its kind in 
the United States. The guide is being 
distributed by affiliated heart associa- 
tions throughout the country to physi- 
cians, medical social workers, vocational 
counselors and others interested in es- 
tablishing or now operating a work 
classification unit. 


ANNUAL REPORTS 

First Annual Report, 1950-1951, The 
National Association for Mental Health 
is the first report since the new organiza- 
tion was formed as the result of the 
consolidation of the National Commit- 
tee for Mental Hygiene, the National 
Mental Health Foundation, and the 
Psychiatric Foundation. In this brief 
report are sketched the main lines of the 
association’s program—mental health 
education, dementia praecox research, 
community organization, and improve- 
ment .and expansion of psychiatric 
services. 

The association helped organize nine 
new state mental health associations 
during the year bringing the total up to 
40. Including local societies the total 
of related societies is now over 300, more 
than a fifth of which were organized 
during the past year. A further evidence 
of expanding activities are income and 
expenditures each in excess of $600,000. 
In the last previous report, 1949, an 
annual operation of less than $300,000 


1950 Annual Report of the John and 
Mary R. Markle Foundation reports 
that there are now 66 young doctors in 
41 medical schools being aided by ap- 
propriations of nearly two million dollars 
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through the Markle Scholars in Medical 
Science program. The report also has a 
good deal to say about the problem of 
selecting candidates, or “what makes 
them tick,” as it is phrased. It explains 
the “extended interview” or “house 
party” system that has been used. And 
because of the Fund’s special interest in 
picking promising material for scholars, 
it has made a grant of $100,000 to the 
Social Science Research Council to 
“stimulate research in developing new 
methods which will reveal emotional 
stability, drive, force, motivation and 
other characteristics in the young not 
measured by the intelligence and apti- 
tude tests currently in use.” John and 
Mary R. Markle Foundation, 14 Wall 
St., New York 5. 


The 13th Annual Report of the 
National Foundation for Infantile 
Paralysis does a neat job of pulling out 
the emotic al stops in behalf of its fund 
raising at the same time that it pre- 
sents interesting, factual information in 
pictures, charts, and text. And there 
was drama aplenty because the 1951 epi- 
demic was second only to that of the 
previous year. Much is made of the 
many-sided services of many people 
summed up in “Wherever there were 
people, there was polio, and wherever 
there was polio, people were ready and 
willing to fight back, to help the stricken, 
to give their time, their money, and 
their energy to ease the burden of 
others.” ' The case history of the year 
is the Wytheville, Va., epidemic which 
is told in detail to show how pre- 
planning is done, what resources can be 
called upon quickly, and how normal 
local agencies and the disaster task 
force dovetail to minimize the cata- 
strophic epidemic and its effects. Na- 
tional Foundation for Infantile Paraly- 
sis, 120 Broadway, New York 5. 
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BOOKS AND REPORTS 


Unsolicited reviews cannot be accepted. 


All reviews are prepared on invitation. 


Growth and Development of Chil- 
dren—By E. H. Watson and G. H. 
Lowrey. Chicago, lll.: Year Book Pub- 
lishers, 1951. 260 pp. Price, $5.75. 

The authors have attempted a com- 
pendium of the physical, mental, and 
emotional growth and development of 
the child in 260 pages. The student of 
pediatrics has long hoped for such a 
monograph because this field is vast and 
source material is often scattered in 
journals not generally available. Yet 
the modern practice of pediatrics, greatly 
concerned with promoting optimal 
growth and development and with pre- 
venting disease, is based on a sound 
knowledge of the subject. 

Beginning with a chapter on heredity 
and environment as they affect growth 
and development, the authors present 
sections on fetal growth, the use and 
abuse of physical measurements (with 
an excellent summary of various methods 
in current use), the premature infant 
(brief and incomplete), behavioral de- 
velopment (a longer, somewhat confus- 
ing chapter, largely a summary of 
Gesell’s work), organ and osseous de- 
velopment (fine discussions, clearly pre- 
sented), role of the endoctrine glands in 
growth (brief and necessarily incom- 
plete), energy metabolism, nutrition in 
normal growth, and a concluding outline 
of abnermal growth (largely a discussion 
of etiologies of dwarfism). Illustrations 
are clear, charts and graphs are well 
selected and easily in:elligible, and the 
book is set up in pleasant format. The 
index is complete and usable. 

The authors have written a com- 
mendable book, condensing an encyclo- 
pedic amount of knowledge into a read- 
able, logical presentation documented 
by an excellent and pertinent bibli- 
ography. To criticize for incomplete 


coverage is easy but quite unfair and 
unmindful of the purpose of the mono- 
graph. The book is not a definitive 
work on growth and development nor is 
it so intended. It should be most use- 
ful, however, for clinical students of 
pediatrics and practising physicians and 
should prove fascinating, instructive, 
and valuable reading for workers in the 
related fields of public health and ele- 
mentary education. 
Stuart S. STEVENSON 


A History of English Public 
Health 1834-1939—By W. M. Frazer. 
London: Bailliere, Tindall and Cox, 
1950. 498 pp. Price, 35s. 

Professor Frazer has written a very 
interesting and carefully documented 
history of the development of public 
health in England, beginning with the 
Poor Law Amendment Act and extend- 
ing down to the beginning of the second 
World War. 

The task that the author has set him- 
self is a difficult one, for the evolvement 
of public health is but one segment of 
the social and economic growth of a 
nation. He has selected the chrono- 
logical method of presentation of his 
material. This plan has its advantages 
but also its hazards. 

The first part of the text is of par- 
ticular interest to us in Amercia, since 
it describes the birth of the concept of 
public health in England, through the 
ideas and activities of Jeremy Bentham, 
Chadwick, Southwood-Smith, and later 
Simon. These were the men who gave 
the inspiration for the initiation of public 
health in our own land. Thus the early 
history of public health in America is a 
direct extension of the original ideas and 
laws that Professor Frazer describes so 
effectively. 


[84] 
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As the industrial revolution evolved 
in England and the nation changed 
rapidly from a rural to an urban popu- 
lation, there evoked of very necessity, 
a science of environmental hygiene, with 
corresponding development of sanitary 
laws and a centralization of public 
health authority for the purpose of meet- 
ing the needs of each new situatioa. The 
author carries us through the conflicts 
that arose and the adjustments that had 
to be made in a nation’s thinking, in 
order that the slow but steady evolution 
of the public health aspects of social 
development might keep abreast of the 
economic changes that were occurring. 

Parts III and IV of the text are de- 
voted to a discussion of the development 
of the concepts of Personal Health and 
Social Services. This epoch began about 
1900 in England, as it did also in North 

_ America. The last section of the book 
describes Modern Public Health and 
Social Medicine, with an epilogue, “A 
Comprehensive Health and Social Se- 
curity Service.” 

The book has a good index and is well 

documented. 

It is an excellent book for the public 
health administrator of the United 
States, for it gives him an understanding 
not only of the evolvement of public 
health in England, but it presents the 
foundation of his own historical struc- 
ture and enables him to gain perspective 
and breadth of understanding of the 
past, present, and probable future of 
public health in America. 

W. G. 


Public Health and Medical Li- 
censure in the State of Mississippi, 
1938-1947. Vol. II—By Felix J. Un- 
derwood and Richard Noble Whitfield. 
Jackson, Miss.: Mississippi State Board 
of Health, 1951. 487 pp. 

This second volume follows one pub- 
lished in 1938 covering the history of 
public health and medical licensure in 
Mississippi from 1798 to 1937. It is 
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expected that a similar volume may be 
published each decade. 

Historians of state health departments 
will do well to note the layout of this 
volume, including as it does decade 
trends, listing of Mississippi public 
health personnel, codperating funds, 
foundations, and agencies, and with 
chapters on voluntary health agencies 
and biographical sketches. Special 
tributes are paid to W. S. Leathers, 
M.D., former Executive Officer of 
the Mississippi State Board of Health, 
and to W. Frank Walker, Dr.P.H., and 
Miss Barbara S. Quin of the Common- 
wealth Fund, to whom Mississippi feels 
specially indebted. 

This volume will be a gold mine for 
the future historian, not only as it re- 
flects the picture in Mississippi but as it 
reveals a significant portion of the en- 
tire American story during a decade of 
important change. 

REGINALD M. ATWATER 


The Public Health Nurse and Her 
Patient—By Ruth Gilbert (2nd ed.). 
Cambridge: Harvard University Press, 
1951. 348 pp. Price, $3.75. 

This is the second edition of a book 
that has already proved its usefulness to 
a multitude of health workers. In this 
volume Miss Gilbert broadens, deepens, 
and supplements the content of the 1940 
edition. The material is presented in 
readable form, well illustrated, and 
documented with case studies. 

Mental hygiene is presented not as a 
subject area but rather as an “informed, 
deliberate, observant” way of working 
and a habit of thinking about the be- 
havior of others in relation to the situa- 
tion and the nurse’s relation to it. 
This philosophy is consistently applied 
throughout the text, which includes a 
description of mental hygiene in public 
health nursing, a discussion of health 
teaching and nursing services in ma- 
ternal and child care, and a discussion of 
relationships with coworkers. 
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The patient is seen as an individual 
and also as part of his family and com- 
munity group. His relationship with the 
nurse and the nurse’s use of her own 
personal skills in dealing with the 
patient are considered as focal points in 
the effectuation of health teaching and 
nursing service. 

The section on health teaching pre- 
sents unusually good descriptions of 
listening, observing, and responding 
activities as they may be applied in 
public health nursing situations. The 
chapters on maternity, morbidity, and 
child care services introduce the reader 
to some common problems and to im- 
portant background information. The 
patient’s need for certain types of serv- 
ice or attitudes is presented as it relates 
to the nurse’s feelings of professional 
responsibility and to her own values and 
experience. The influence of the nurse’s 
own standards in determining how she 
will see and interpret situations is pro- 
vocatively presented. 

Although the forces of group inter- 
action in molding personality and de- 
termining behavior are implied some- 
what in the discussion of acceptance 
and balancing of family membership 
roles, one misses reference to the im- 
portance and use of group dynamics in 
modifying behavior or attitudes. 

This book should be an invaluable 
reference for all health workers con- 
cerned with direct service to or health 
teaching of families. It should be 
equally useful to health officers or other 
health administrators who would like 
to gain a deeper understanding of the 
rather intangible services rendered by 
public health nurses in health teaching 
and family nursing care. 

RutH B. FREEMAN 


Experiment in Dental Care—By 
John T. Fulton. World Health Organi- 
zation, Monograph Series No. 4. New 
York: Columbia University Press, 1951. 
87 pp. Price, $1.00. 
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The denial services program of the 
Public Health Department of New 
Zealand, in Dr. Fulton’s words, “en- 
trusts a large part of the dental care of 
children to young women who operate 
school dental clinics after a two year 
training period.” Although personnel 
with less training than that required for 
dentists have been providing dental 
service for New Zealand children for 
more than 20 years, it is only recently 
that widespread discussion has been 
aroused. 

In planning his study of this pro- 
vocative subject, Dr. Fulton took the 
position that “the true story of dental 
need and the service rendered to meet 
that need would be found in the mouths 
of children.” His study of some 4,000 
children is presented clearly and ob- 
jectively by tables, charts, and graphs. 
The extent and quality of dental care 
that children are receiving are summed 
up by Dr. Fulton as “tooth mortality 
.. . at the age of 14 is less than one- 
half tooth per child, even though by 
that time 10 permanent teeth have been 
attacked by disease. On this basis, the 
quality of the School Dental Service in 
New Zealand is high.” 

The report includes a well documented 
description of the program, statements 
on the cost of dental nurse training, and 
a brief history of the New Zealand 
dental profession and its attitude toward 
the program since its inception. 

Dr. Fulton makes it clear that “the 
report . . . should in no way be inter- 
preted as a plea in favor of the New 
Zealand system” and, further, that the 
report “should be interpreted in other 
countries in the light of local standards 
of dentistry for children.” 

This monograph, presenting objective 
data and documented information, is a 
must for all persons opposing or pro- 
posing the use in child health programs 
of dental personnel who have less train- 
ing than is required of dentists. 

Tuomas L. Hacan 
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The Healing Touch—By Harley 
Williams. Springfield, Ill.: Charles C. 
Thomas, 1951. 408 pp., 8 illus. Price, 
$6.75. 

This is a unique volume. It presents 
a number of picturesque individuals who 
have contributed directly or indirectly 
to preventive medicine and _ public 
health. It is written in a novel form 
which sustains interest in each indi- 
vidual from beginning to end without 
resorting to the conventional models of 
biography and history. The author 
States in his preface, “The thread run- 
ning through the book is that of per- 
sonality. It is not history, nor a mere 
chronic'e of diseases. This explains the 
title, for each of these characters taken 
from the modern story of medicine re- 
veals that fundamental aim of medicine: 
the power to bring relief to suffering and 
not only that, but the art of making 
people whole, of helping them to realize 
their full mental and physical poten- 
tialities.” 

Around the following chief characters 
in each segment of the book the author 
has woven a delightful presentation of 
important personages who have con- 
tributed to “the healing touch”: William 
Knighton, James Clark, William Jenner, 
Florence Nightingale, Edwin Chadwick, 
Thomas S. Smith, C. E. Brown-Sequard, 
William Mayo, Charles Mayo. The 
colorful effect of his presentation has 
been obtained by drawing upon unusual 
anecdotes, foibles, and idiosyncrasies 
which give a modern pungency to the 
characters. There is very little new 
with which physicians and nurses are 
not already familiar, but the book is 
written in easy style and it can be 
recommended highly as delightful read- 
ing and information for the laity. It 
would have been helpful to have an 
index of a large number of individuals 
mentioned in the book to whom the 
author has referred in key references at 
the end of the volume. The format of 
this delightful book is excellent and the 
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eight illustrations which appear in the 
volume add considerably to it. 
RIcHARD ARTHUR 


Let’s Have Healthy Children— 
By Adelle Davis. New York: Harcourt, 
Brace, 1951. 293 pp. Price, $3.00. 

Having healthy children depends on 
good nutrition. The author notes the 
Ebbs, Burke, and Warkany studies. 
Several good points are made, namely: 
the importance of a good diet before 
concep<‘on and prenatally; the necessity 
for vitamin D throughout childhood; 
advice for mothers about feeding prob- 
lems; recommendation of vitamin P as 
well as C; and the value of a well 
rounded diet. The final chapter, “The 
Cards Are Stacked Against You,” men- 
tions that foods are highly refined; that 
if you do get unrefined ones, parties, 
grandparents, and circuses oppose you 
continually. Home gardens are advised 
and also a boycott on foods which do 
not build health. 

The overenthusiasm for yeast, black- 
strap molasses, fortified milk (with 
powdered milk), and wheat germ is in- 
consistent with well rounded diets. 
Questior=ble material is unscrutinized. 
Vitamin C is suggested as a detoxifying 
agent for poison sprays. It is stated 
that raw certified milk is safe for infant 
formula, whereas pasteurized milk 
should be boiled. That the American 
Medical Association has stated milk is 
probably never a carrier of undulant 
fever hardly seems in accordance with 
fact. No reference was given. By im- 
plication, parents should change physi- 
cians who disagree with the author. 

Such statements stamp the author as 
a food faddist. Physicians or nutri- 
tionists might get some points from the 
book if they had the tenacity to sepa- 
rate the sound from the unsound, to 
wade through the repetition of yeast, 
blackstrap molasses, etc., and struggle 
with the verbosity. It is not recom- 
mended for patients. Paut ENSIGN 


- 


a 
i 
; 
¥ 
‘ 
: e- 


88 


Insect Control By Chemicals—By 
A. W. A. Brown. New York: John 
Wiley, 1951. 817 pp. Price, $12.50. 

The publication of this book might 
well be considered an indication that 
the science of insect toxicology has come 
of age. Many insect toxicologists have 
devoted a great deal of thought and 
study to the relationship of the chem- 
ical structure of compounds to their 
insecticidal activities, but Professor 
Brown is the first man to make this a 
cornerstone of a major publication. 
The author has wisely concentrated on 
general principles so that his treatise will 
not become obsolete as rapidly as if he 
had given more detailed information on 
only those compounds currently of eco- 
nomic importance. 

It is unfortunate that no preface was 
included. Such an introduction might 
have prepared the redfler for some of 
the unusual editorial styles found in 
this book. For instance, the author 
might have pointed out to the reader 
that he has paraphrased the titles of 
his references in a large number of cases. 
Doubtless this gives the reader a better 
idea of the contents of some of the 
references quoted, but it may be mis- 
leading in library work. Similarly, he 
could have pointed out that, even 
though the bibliography is comprehen- 
sive and a most valuable part of the 
book, it is not complete nor is it selected 
purely on the basis of priority. It is 
obvious that the author has not only 
omitted many valuable contributions to 
the literature but has failed to document 
many of his statements. 

The insect toxicologist will be most 
interested in his Chapters 2, 3, and 4, 
which deal respectively with structure 
and toxicity of organic chemicals, sus- 
ceptibility of insects to entry of poisons, 
and the pharmacology of poisons for 
insects. The chapters dealing with 
chemical control of insects both feeding 
on plants and affecting man and animals 
are somewhat weaker in that they treat 


AMERICAN JOURNAL OF PuBLIC HEALTH 


Jan., 1952 


in a more cursory fashion subjects which 
have already been considered in great 
detail elsewhere. The chapters on equip- 
ment, like Chapters 2 to 4, are a serious 
effort to bring together much informa- 
tion which has previously been widely 
scattered, but unfortunately equipment 
has not been developed in a funda- 
mentally orderly pattern. 

Though the novice might get an 
erroneous impression of current recom- 
mendations for control of specific in- 
sects, the book was obviously not in- 
tended for such a purpose and a serious 
student of chemical control of insects is 
certain to find this an indispensable 
reference and source book. No active 
insect toxicologist can afford to be with- 
out a copy of this outstanding work. 

Netson H. REcToR 
M. 


Statistical Methodology Reviews, 
1941-1950—Edited by Oscar Krisen 
Buros. New York: John Wiley 1951. 
457 pp. Price, $7.00. 

Public health statisticians sometimes 
have a terrifying feeling of being left 
behind by the steady advance of statis- 
tical methodology, New texts appear, 
new and improved editions of old ones 
are published. “Is this something I 
must have?” they ask themselves. They 
cannot afford to buy nor have they the 
time to read a tenth of the volumes on 
statistical methods that come out each 
year. They worry about whether what 
they do buy is the most up-to-date, the 
most authoritative, and the most appro- 
priate to their needs. In this, his third 
collection of reviews of books on sta- 
tistical methodology, Professor Buros 
has again supplied statisticians with a 
way to relieve themselves of this occu- 
pational neurosis. 

The volume contains 842 review ex- 
cerpts on 342 books dealing with 
statistical theory and methods. The 
reviews came out in 112 different jour- 
nals, including our own (from which 
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eight reviews were taken), and covers 
as completely as anyone could require 
the useful reviews of significant English 
language books on this subject. The 
reviews included appeared in the period 
from the beginning of 1941 through the 
first ten months of 1950. 

The book is well arranged, well 
printed, and makes reading that is en- 
joyable beyond the usual requirements 
of a reference book. Of particular value 
to this reviewer were the excerpts from 
prefaces and reviews that enable one 
to determine what additions and changes 
were made in new editions of old stand- 
bys, such as the texts of R. A. Fisher, 
Yule, and Bradford Hill. A_ highly 
recommended purchase for reference 
shelves. T. D. Wootsry 


Toward New Towns for America 
—By Clarence S. Stein. Chicago: Public 
Administration Service, 1951. 245 pp. 
Price, $5.00. 

This boo’. tells the story of Sunny- 
side Gardens, Radburn, Chatham Vil- 
lage, Phipps Garden Apartments, Hill- 
side Homes, the three Greenbelt Towns, 
Baldwin Hills Village, and also the 
unrealized projects of Valley Stream and 
Greenbrook. Built in different parts of 
the United States and involving private 
and public enterprises, individually 
owned or rental housing, apartments, 
row or detached houses, these projects 
show how the same general concept is 
developed and how the pattern is modi- 
fied to suit the sites, and climatic and 
economic conditions. More particu- 
larly, it can be seen how the Radburn 
idea of the superblock and separation 
of automobiles and pedestrians has been 
applied in the design of Baldwin Hills 
Village. At the end of the volume, Mr. 
Stein states that the developments de- 
scribed are not exactly new towns but 
rather are steps toward adapting them to 
suit contemporary conditions and over- 
come the evils and limitations of old 
cities. 
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The author studies the projects from 
the economic, social, financial, and 
architectural viewpoints, describes 
frankly what the deficiencies were, when 
present, and tells how the prejects were 
developed gradually. Throughout the 
book he emphasizes the need for 
spaciousness for both buildings and land. 
He also insists on the fact that estimates 
should not be based on the first cost, but 
on the final and maintenance costs. 

The book deals only with buildings on 
undeveloped land. Some readers may 
disagree with the idea expressed by the 
author that the best and easiest way to 
initiate changes in urban environment 
is to build new towns on new sites. The 
studies are nevertheless so thorough and 
comprehensive that they are equally 
valuable to the practitioner and to the 
student of town planning; they con- 
tribute a great deal toward the building 
of new towns to suit the needs of modern 
urban life. 

Lewis Mumford, in his introduction, 
points out pertinently that the concep- 
tion of new towns is no longer a dream, 
but has become a reality notwithstanding 
economic and many other unfavorable 
conditions. Armée 


Rosenau’s Preventive Medicine 
and Hygiene—By Kenneth F. Maxcy 
(7th Ed.). New York: Appleton-Cen- 
tury-Crofts, 1951. 1462 pp. Price, 
$14.00. 

It will soon be 40 years since Dr. 
Rosenau pioneered with the first edition 
of this text which with the help of col- 
laborators he carried through six edi- 
tions, the last in 1935. Dr. Rosenau 
himself before his death chose Dr. Ken- 
neth F. Maxcy of Johns Hopkins as his 
successor to carry on the volume. This 
seventh edition represents a completely 
revised text in nine sections, prepared 
with the collaboration of 26 well known 
persons. 

Dr. Maxcy points out that in the 16 
years which have elapsed since the sixth 
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edition there have been remarkable ad- 
vances in this field. Many problems in 
the control of communicable diseases 
have been solved or have become less 
urgent. The scope of providing for 
sanitary environment has broadened, 
increasing attention has been given to 
the prevention of diseases of non-in- 
fectious etiology, to the maintenance of 
health in middle and old age and to the 
provisions made by the community for 
treatment and rehabilitation of the sick 
and the physically or mentally handi- 
capped. The book intends to afford “a 
general orientation in the field of public 
health with all of its specialties.” 

This is an exceedingly comprehensive 
treatise and any reviewer can at best 
comment only on fragments of the whole. 
There can be no doubt, however, that 
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Dr. Maxcy and his associates have done 
an outstanding job. The coverage is in- 
clusive, the style is concise and remin- 
iscent throughout of the skill which Dr. 
Rosenau brought to the earlier editions. 
The references are well digested and 
surprisingly up to date, considering the 
usual time lag for such publications. 
The illustrations and the tabular ma- 
terial are well chosen. 

It is a temptation for a reviewer to 
select particular sections on which to 
comment, but the quality appears ex- 
cellent throughout the entire work. A 
standard has been set in this new edition 
which it will be difficult to excel. The 
authors and the publishers are to be 
congratulated on an outstanding volume 
that is a worthy successor to the pre- 
vious editions. REGINALD M. ATWATER 


BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


William G. Rose. 
212 pp. 


Tue Best Is Yer To Be. 
New York: Austin-Phelps, 1951. 
Price, $2.75. 

CALENDAR OF THE PHARMACEUTICAL Society 
or Great Brirarm, 1950-1951. London, 
Pharmaceutical Press, 1951. 308 pp. Price, 
12s. 6d. 

Care OF THE AGEING AND Curonic Sick. A. P. 
Thomson, C. R. Lowe and Thomas Mc- 
Keown, Edinburgh & London: E. & S. 
Livingston, Ltd., 1951. 133 pp. 

Curmpren Wuo Hare. Fritz Redl and David 
Wineman. Glencoe, Ill.: The Free Press, 
1951. 250 pp. Price, $3.50. 

Controt or CoMMUNICABLE DISEASES IN MAN. 
(7th ed.). Official Report of the American 
Public Health Association, with Notes on 
Therapy and Pertinent Army Directives. 
Department of the Army. Washington, 
D. C.: Army Medical Service Graduate 
School. 178 pp. 

Curare AND AntiI-CurareE Acents. K. R. 
Unna, et al. New York: New York Acad- 
emy of Sciences, 1951. 240 pp. Price, $4.00. 

Dancerous Marerrars, Hanppoox or. N. 
Irving Sax. New York: Reinhold, 1951. 
823 pp. Price, $15.00. 


ENVIRONMENT AND Heart. Public Health 
Service, FSA. Washington: Govt. Ptg. 
Office, 1951. 152 pp. Price, $.75. 

Exuisit Tecunigves. Edited by Helen Miles 
Davis. Washington, D. C.: Science Service, 
1951. 112 pp. Price, $2.00. 

Feperat Foop, Druc, anp Cosmetic Act, 
1949-1950. Vincent A. Kleinfeld and Charles 
Wesley Dunn. Chicago: Commerce Clearing 
House, Inc., 1951. 543 pp. Price, $10.25. 

Frontiers Mepictve: THe Marcu oF 
Mepictne. ivew York Academy of Medicine 
Lectures to the Laity. New York: Colum- 
bia University Press, 1950. 150 pp. Price, 
$2.50. 

GrRowInc IN THE OrperR Years. Edited by 
Wilma Donahue and Clark Tibbitts. Ann 
Arbor, Mich.: University of Michigan Press, 
1951. 204 pp. Price, $2.50. 

List or Hosprrats in New York Srate, 1951. 
Albany, N. Y.: Joint Hospital Survey and 
Planning Commission, 1951. 19 pp. 

Marruvana. Frederick T. Merrill. New York: 
Foreign Policy Association, 22 East 38th 
St., 1950. 48 pp. Price, $.35. 

Marxiace, Morats anp Mepicat Ernics. 
Frederick L. Good, and Otis F. Kelly. New 
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York: P. J. Kenedy & Sons, 1951. 
Price, $3.50. 

Tae Orner Cuup. Tue 
Curmp. Richard S. Lewis. New York: 
Grune and Stratton, 1951. 108 pp. Price, 
$2.50. 

PHARMACOPOEA INTERNATIONALIS. Volume I. 
Available also in French and Spanish Edi- 
tions. World Health Organization. New 
York: Columbia University Press, 1951. 
406 pp. Price, $5.00. 

Paysicat Firness or CHAMPION ATHLETES. 
Thomas Kirk Cureton. Urbana, Ill: Uni- 
versity of Illinois Press, 1951. 458 pp. 
Price, $10.00. 

PottutTion oF Bounpary Waters, Report oF 
THE INTERNATIONAL Jornt COMMISSION, 
Unrrep States anv CanapaA. Washington, 
D. C.: International Joint Commission, 
1951. 312 pp. 

Practice or Enpocrrnoitocy. Edited by Ray- 
mond Greene. London: Eyre Spottiswoode, 
1951. 352 pp. Price, 65s. net. 

Psycnosomatic GywNecotocy: INcLupING 
Prositems or Osstetricat Care. William S. 
Kroger and Charles Freed. Philadelphia: 
Saunders, 1951. 503 pp. Price, $8.00. 

PsycHoLocy IN THE SERVICE OF THE SCHOOL. 
M. F. Cleugh. New York: Philosophical 
Library, 1951. 183 pp. Price, $3.75. 

PsycHopaTHotocy or Everypay Lire. Sig- 
mund Freud. Translation by A. A. Brill. 
New York: New American Library of World 


202 pp. 
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Literature, 1951. 168 pp. Price, $35. 

Pusurc Heatran Reports in Korea. In Ho 
Chu. For the United Nations, 1951. 157 pp. 

RocKEFELLER FounpaTion Dreectory oF FEt- 
LowsHip AWARDS FOR THE YEARS 1917-1950. 
Introduction by Chester I. Barnard, Presi- 
dent. New York: Rockefeller Foundation, 
1951. 286 pp. 

Soctat Aspects or Carol H. Cooley. 
Philadelphia: Saunders, 1951. 305 pp. Price, 
$3.25. 

Socta, Wetrare Forum, 1951. National Con- 
ference of Social Work. New York: Colum- 
bia University Press, 1951. 380 pp. Price, 
$5.00. 

Soctan Worx Epvucation tHe UNITED 
Srates. Ernest V. Hollis and Alice L. Tay- 
lor, New York: Columbia University Press, 
1951. 422 pp. Price, $5.50. 

Spmvoza Dictionary. Edited and with an In- 
troduction by Dagobert D. Runes, with a 
Foreword by Albert Einstein. New York: 
Philosophical Library, 1951. 309 pp. Price, 
$5.00. 

Towarp Mannoop. Herman N. Bundesen. 
Philadelphia: Lippincott, 1951. 175 pp. 
Price, $2.95. 

¥ Opra vet Sasio Mepico Hasanero, 
Dr. THomas Romay Cuacon. Jose Lopez 
Sanchez. Havana: Editorial Liberia Selecta, 
1950. 420 pp. Price, $5.00. 

Fever Gatveston. Ashbel Smith. 
Austin, Tex.: University of Texas Press, 
1951. 129 pp. Price, $2.50. 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 
WITH ANNOTATIONS 


RayMonp S. Patterson, Pu.D. 


Health Hazard of Our Time— 
Presented here is good, solid confirma- 
tion for the often stated conviction that 
fat people die earlier than lean ones. 
There may not be equally solid evidence 
that belated conversion to dietary asce- 
ticism will surely lengthen the convert’s 
life prospects—but there are straws! 
Weight control is a public health re- 
sponsibility, say the writers, quite truly. 

Armstronc, D. B., et al. Obesity and Its 


Relation to Health and Disease. JAMA. 
147, 11:1007 (Nov. 10), 1951. 


Note for Health Educators—In the 
presence of cancer, physicians offer 
themselves for surgical treatment later 
than lay people and their neoplasms 
have a poorer chance of cure. A Jot of 
knowledge, too, seems to be a dangerous 
thing! 


Byrp, B. F. Fatal Pause in Diagnosis of 
Neoplastic Disease in  Physician-Patient. 
JAMA. 147, 13:1219 (Nov. 24), 1951. 


Entertaining and Salutary—Here 
is “. . . the giftie gie us to see oursels as 
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others see us!” A visitor (Br.) observes 
our attempts to control cancer and tells 
the folks back home about what he saw. 
One comment begins “I do not approve 
of all their literature and films, but . . .” 


Donatpson, M. Cancer and the Public 
Health Authorities. Pub. Health 65, 1:8 
(Oct.), 1951. 


Organizational Day Dream—aAny 
community health administrator, or 
other leader, who tends to be impressed 
by the slogan “mental health is public 
health,” will do well to read this frank 
and searching (and highly entertaining) 
consideration of the question: Can pre- 
ventive psychiatric services profitably 
be coérdinated? 

Frank, G. Community Psychiatry and Its 
Organizational Problems. Ment. Hyg. 35, 4: 
$32 (Oct.), 1951. 


Bonanza—A highly (mumps) sus- 
ceptible population of adult male labor- 
ers—living under excellently controlled 
conditions—provided a fine chance to 


try out the value of mumps vaccine. The 
incidence of mumps among the controls 
was three times that among the vaccin- 
ated. Those among the vaccinated who 
succumbed had milder attacks and less 
orchitis. 


Haset, K. Vaccination of Human Beings 
Against Mumps: Vaccine Administered at the 
Start of an Epidemic. Am. J. Hyg. 54, 3:295 
(Nov.), 1951. 


“Less Infection— More Disease” 
There are two compelling reasons for 
calling to your attention this outstanding 
paper. (1) It is upon a subject all of us 
want every scrap of information we can 
get. (2) The argument is presented 
logically and in plain English. Despite 
the title, natural and artificial immunity 
to polio is the subject of the paper. 


Hammon, W. McD. Neurotropic Virus Dis- 
eases. Pediatrics 8, 5:741 (Nov.), 1951. 


Interpreting Lab Reports—Many 
people in addition to bedside nurses will 
profit by this very practical presentation 
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—couched in understandable language— 
of just what the ordinary laboratory 
tests really mean. This is the second 
paper of what I hope will become a 
comprehensive series. 

Jensen, D. M. More About Laboratory 


Tests. Am. J. Nursing 51, 11:676 (Nov.), 
1951. 


The Three E’s—Better engineering, 
education, and (safety law) enforcement 
will speed the day, say these engineers, 
when the A.P.H.A. Committee on the 
Hygiene of Housing’s goal of home acci- 
dent prevention will become a reality. 
Some of the hopeful steps are briefly 
mentioned here. 


Kent, F. S., and Ponp, M. A. Public Health 
Consideration on Housing Design and Home 
Accident Prevention. Pub. Health Rep. 66, 
45:1461 (Nov. 6), 1951. 


Man’s First Sanitary Tool—Rais- 
ing broom corn and making brooms may 
be subjects very remote from your par- 
ticular professional interests but if you 
have the merest vestige of natural 
curiosity you'll find this paper enter- 
taining and, quite possibly, a little in- 
structive. 


Luypenmever, P. A. The Broom in Sanita- 
tion. Modern San. 3, 11:26 (Nov.), 1951. 


Weighed in the Balance and— 
What good is a cancer detection center 
(for the examination of symptom-free 
people only)? Is the service worth the 
cost? Does the method constitute a 
practical public health procedure? An- 
swers to these questions are reported 
upon in a two year demonstration and 
evaluational study. 

Lomsarp, H. L., et al. Report of the Cancer 
Detection Center Demonstration in Massa- 


chusetts. New England J. Med. 245, 21:793 
(Nov. 22), 1951. 


“What'll Science Do Next?”— 
Though this paper will be of immediate 
moment to not more than one in every 
hundred Journal readers, the idea will 
surely intrigue the other ninety and nine. 
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By means of ultraviolet light, a photo- 
electric cell and other modern gadgets, 
a mechanical scanner is created which, it 
is hoped, will detect malignant cells to 
spare the Papanicolaou technique from 
human fallibility. 

Me tors, R. C., and Surver, R. A Micro- 
fluorometric Scanner for the Differential De- 
tection of Cells: Application t» Exfoliative 
Cytology. Science 114, 2962:356 (Oct. 5), 
1951. 

They Want To Know—There isn’t 
much startlingly new here but, I suspect, 
many health workers other than 
MCH’ers will read with a lot of interest, 
and some profit, this story of a Univer- 
sity Class for expectant mothers. 
Readers who cannot see in it suggestions 
for many another health educational 
project will be myopic indeed. 

Peck, E. Mother’s Classes Answer a Com- 
munity Need. Pub. Health Nursing 43, 11: 
616 (Nov.), 1951. 


Not Temporary—Study of compara- 
ble adult groups in Boulder (Colo.) 
which has too little fluorine in its muni- 
cipal water, and in Colorado Springs, 
which has too much, reveals the lasting 
effects of fluorine on human teeth. Total 
DMF rates were 60 per cent lower in 
Colorado Springs and caries inhibition 
continued undiminished—up to age 44 
at least. 


Russett, A. L., and Ervove, E. Pub. Health 
Rep. 66, 43:1389 (Oct. 26), 1951. 

Premium—When 70 mm. photo- 
fluorographic film is used in a mass 
tuberculosis survey, it will pick up 
enough otherwise undetected heart dis- 
ease to justify its use for that purpose 
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alone—if conditions existing in a recent, 
and seemingly typical, community sur- 
vey apply elsewhere. 

Rutstem, D. D. Screening Tests in Mass 
Surveys and Their Use in Heart Disease Case 
Finding. Circulation 4, 5:659 (Nov.), 1951. 


A Word Worth Adoption—“Work- 
ing party” (Br.) sounds much more 
business-like than “committee” (U. S.), 
doesn’t it? This particular working 
party looked into the sanitary status of 
catering establishments and decided 
that improvements were unlikely unless 
an informed public demanded them and 
food handlers were made hygiene- 
conscious. 

Savace, W., et al. Report of the Catering 
Trade Working Party on Hygiene in Catering 
Establishments. J. Roy. San. Inst. 71, 6:647 
(Nov.), 1951. 


After Fifty Years of Certainty— 
If for no more compelling reason, read- 
ing these papers is worth your while, 
just to provide some insight into the 
complexities of the BCG vaccination 
problem. A new question seems to be 
posed: When is a tuberculin test not a 
measure of tuberculous infection, past or 


present? 


Suaw, L. W. Field Studies on Immuniza- 
tion Against Tuberculosis (amd) Bates, L. E. 
Research Contributions of BCG Vaccination 
Programs. Pub. Health Rep. 66, 44:1415 
(Nov. 2), 1951. 


Still the Best Way—This plea for 
breast feeding features the practical 
(and propaganda) benefits of the “re- 
lief” or “liberty” bottle. 


Watson, E. H. Breast Feeding of Normal 
Tnfants. GP. 4, 5:53 (Nov.), 1951. 
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ASSOCIATION NEWS 


SEDGWICK MEMORIAL MEDAL TO DR. GODFREY FOR 1951 


E Sedgwick Memorial Medal was 
presented in behalf of the Association 
on November 1, 1951, by Henry F. 
Vaughan, Dr.P.H., Dean, University of 
Michigan School of Public Health, and 
Chairman of the Sedgwick Memorial 
Committee, to Edward Settle Godfrey, 
Jr., M.D. In his presentation, Dr. 
Vaughan gave the following citation: 
“Tt is always an outstanding occasion 
when the American Public Health 


Association honors one for distinguished 
service in public health, but tonight the 
Association honors itself in the bestowal 
of the Sedgwick Memorial Medal upon 
Edward Settle Godfrey, Jr. 

“As early as 1905 William Thompson 
Sedgwick, who served as President of 


this Association in 1916, outlined a 
pattern of expansion in our federal, 
state, and local health departments and 


Epwarp S. Govrrey, Jr., 


for the training of public health per- 
sonnel which is today becoming real- 
istically integrated into local health units 
personnelled by health men and women 
who are trained in the art and practice 
of public health as a career obligation. 
Sedgwick prophetically delineated the 
services in sanitary science, epidemi- 
ology, biostatistics, and public health 
practice, with their cognate activities 
which today extend the benefits of the 
modern conception of disease prevention 
and health promotion and thus add to a 
fullness and wholesomeness of life not 
previously enjoyed by our people. In 
choosing Edward Godfrey as the recip- 
ient of the Sedgwick Award, the Com- 
mittee is not unmindful that our honored 
member exemplifies the accomplish- 
ments and goals so ably outlined by him 
whose name the Award bears. 

“Edward S. Godfrey had the good 
fortune to be born west of the Missis- 
sippi, where he also experienced fruitful 
years of medical practice which endowed 
him with a social attitude toward pre- 
ventive medicine, resulting in his becom- 
ing superintendent of public health in 
Arizona and later the health director of 
the City of Phoenix. Ted Godfrey’s 
father was a Brigadier General in the 
United States Army, which doubtless 
accounts for the son’s matriculation as a 
candidate in the United States Military 
Academy. Although the army remained 
his first love, Ted sought his education 
in medicine, which resulted in his gradu- 
ation with the degree of Doctor of 
Medicine from the University of Virginia 
at the turn of the century. Doubtless 
it was the influence of his North Dakota 
childhood which attracted him westward 
after an internship in Philadelphia. 
The record indicates that Dr. Godfrey 
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was in private practice in Bisbee, Ariz., 
for a period of five years, and later in 
Phoenix. His philosophy of service to 
others no doubt resulted in his accept- 
ing his first public health appointment 
in Phoenix in 1908. 

“Thus began a span of forty years 
during which Dr. Godfrey devoted time, 
effort, and money to the advancement of 
his fellow man in matters of health, edu- 
cation, and public welfare. Dr. Godfrey 
is not one who can be fenced in by 
academic inhibitions or by concepts 
agreed upon by others. His disposition 
has lead him to question, item by item 
and step by step, the purpose and pre- 
cepts of public health practice. Thus by 
becoming a challenger he has contributed 
noteworthily during these forty years to 
the evolution and development of public 
health practice and to the realistic inter- 
pretation of epidemiologic principles. 
He believes in bridging the harsh gap 
which too frequently exists between 
theory and practice and has championed 
procedures which have resulted in 
practical accomplishment. 

“In 1916 Dr. Godfrey traveled east- 
ward to accept a position as epidemi- 
ologist of the Illinois State Department 
of Health. In these early days of World 
War I the transition from textbook to 
the realities of field practice and military 
life was coming to pass in this new 
public health field chosen by the epi- 
demiologist, who in the broadest concept 
is concerned with all matters of health 
that affect our people. The State of 
New York soon sought his services. And 
so, beginning in 1917 and closing only 
with his retirement as state health com- 
missioner in 1947, Ted Godfrey has 
served the New York State Health De- 
partment in many capacities—first as 
sanitary supervisor, then as epidemi- 
ologist, for eleven years as director of 
the Division of Communicable Diseases, 
then as director of local health adminis- 
tration, as assistant commissioner, and, 
finally, for eleven important years as 
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commissioner of the department. Steeped 
in the traditions of Hermann Biggs and 
his coworkers, Dr. Godfrey molded the 
resources of New York State into an 
efficient and effective organization which 
has materially conserved the health of 
the people of the Empire State. Un- 
known hosts may attribute an extended 
life span and richer years to the sincer- 
ity, efficiency, trustworthiness, and social 
competency of this public health states- 
man and his understanding of epidemi- 
ology and public health practice as 
applied to human welfare and interest. 
“During these busy years Ted God- 
frey found time to serve as adjunct pro- 
fessor of preventive medicine and public 
health at the Albany Medical College 
and professor of clinical epidemiology at 
Columbia. During the First World War 
he was commissioned a Captain and 
assigned to the activities of the Ameri- 
can Red Cross in Paris and southern 
Europe. In Serbia he received the Order 
of St. Savé. And so in war as in peace 
Ted Godfrey has brought to bear that 
social consciousness and understanding 
which has benefited his fellow man. 
‘His extramural activities have been 
rich in association with foundations, 
funds, voluntary health agencies, and 
organizations which he has served as 
effectively as the great State Health De- 
partment of New York. In the Ameri- 
can Public Health Association he has 
had all the honors at our disposal, in- 
cluding the presidency in 1940 and 
membership on the Governing Council 
over a period of many years. Note- 
worthy have been his contributions to 
the Committee on Professional Educa- 
tion,.of which he has been a member 
and consultant. Probably of greatest 
recent interest to Ted Godfrey has been 
his work as a member, and more re- 
cently chairman, of the Committee on 
Constitution and By-Laws. Currently 
he is bringing together the rich historical 
lore that delineates the evolution 
through which our charter and basic 
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organization have passed during the past 
several decades. He provides us with 
a flowing story of the steps that led to 
the several reorganizations through 
which the A.P.H.A. has passed, includ- 
ing our fellowship program and the 
establishment of our several standing 
committees. True devotion to the tra- 
ditions which are ours as Association 
members has prompted him in these 
accomplishments. 

“Dr. Godfrey has served the New 
York Academy of Medicine, the Ameri- 
can Medical Association, and has been 
president of the American Epidemio- 
logical Society, as well as the Association 
of State and Provincial Health Officers. 
His contributions to public health 
literature are noteworthy. 

“While these must all stand as a 
matter of record, it is Ted Godfrey as 
a man and as an individual whom I 
have enjoyed most. In the deliberations 
of a smoke-filled committee meeting or 
on the rostrum at some public health 
conference, he has continued that con- 
sistent prodding into the unknown with 
his determination to seek the truth and 
to outline the causes. He has never, 
however, left us suspended in mid-air 
without a constructive suggestion of 
some solution for a perplexing problem. 
His judgment has been seasoned with the 
soundness of one steeped in the knowl- 
edge of his profession, always fortified 
with an understanding of the realities 
of life. Few indeed are those who, hav- 
ing accepted public health as a career, 
can discerningly define the limits of in- 
quiry before applying good sound judg- 
ment to the promulgation of an ad- 
ministrative program. In this field Ted 
Godfrey has been unusually successful. 
He has been friendly and understanding 
—-provocative at times, but realistic in 
action. He represents that statesman in 
public health pictured by William 
Thompson Sedgwick as a staunch sup- 
porter and believer in public health who 
would forge ahead unshackled by any 
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political tradition or domination, one 
who would devote his life work to the 
betterment of his fellow man. 

“Tt is indeed a pleasure to salute you, 
Edward S. Godfrey. In so doing, may 
it be as a symbol and a heritage of that 
great man, Sedgwick, whose memory we 
honor tonight.” 

Dr. Godfrey, in accepting the Award, 
made the following response: ; 

“In accepting this award I do so with 
a mixture of pride and humility. I 
know I am repeating the words of pre- 
ceding recipients, but these are the emo- 
tions that are uppermost and no other 
words express them. 

“IT had not the privilege of knowing 
Professor Sedgwick, though I might be 
considered a junior contemporary. I did 
come to know him, however, through his 
writings, his colleagues, and his students. 
That he was forceful is indicated by the 
establishment at an early date of that 
course in public health in which the 
Massachusetts Institute of Technology 
and the Harvard Medical School coép- 
erated. That he was sound was evi- 
denced by the respect in which his 
vpinions were held. That he was. an 
inspiring teacher is shown by the quality 
of his students and the number of them 
that he attracted to the field of public 
health. That he won the affection of 
his associates and students is evidenced 
by this medal, given in his honor and 
made possible by their contributions to 
his memory. 

“Public health owes much to those 
who, in the early part of this century, 
began to apply in practical fashion the 
accrued knowledge of the field and 
laboratory; to question the efficacy of 
current practices; to raise public health 
from a dreary empiricism and give it 
stature and dignity as an administrative 
art and an applied science. 

“Among these men Professor William 
T. Sedgwick stood out as a teacher, as 
a counselor, as a reformer; as one calling 
for a better day when practitioners of 
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public health should be better trained, 
better rewarded, and freed from the 
bane of partisan politics. 

“Compared with his contributions to 
public health, my own seem trivial. 
Such as they are they must be shared 
with the many, many associates and 
assistants who have helped me throug'i- 
out my years of active duty. I am glad 


requested affiliation with the Sections indicated. 


Health Officers Section 

Hector Anzola-Espinoza, M.D., Ministerio de 
Sanidad y Asistencia Social, Caracas, Vene- 
zuela, S. A., Jefe, Division de Venereologia 

Francisco Castillo-Rey, M.D., Ministerio de 
Sanidad y Asistencia Social, Caracas, Vene- 
zuela, S. A., Medico Adjunto al Director de 
Salud Publica 

David V. Cole, M.D., 3114 Colquitt, Wichita 
Falls, Tex., Preventive Medicine Officer, 
3750th Medical Group, Sheppard Air Force 
Base 

Paul M. Crawford, M.D., 620 South Third 
St., Louisville 2, Ky., Director, Division of 
Tuberculosis Control, State Dept. of Health 

Mario Alessandrini Dott, M.D., Comitato An- 
timalarico, Latina, Italy, Director of Malaria 
Control for Province of Latina 

Col. Donald L. Ferris, M.C., USAF, 2709 
Dwight Way, Berkeley 4, Calif., Student, 
Univ. of California School of Public Health 

Walter E. Krusx., M.D., 347 W. Berry, Fort 
Wayne 2, Ind., Health Commissioner, Fort 
Wayne Board of Health 

T. G. Lathrop, M.D., Box 18, Wailuku, T.H., 
Health Officer, Maui County Dept. of 
Health 

Jose Angel Ramirez, M.D., Instituto Nacional 
de Venereologia, Caracas, Venezuela, S. A., 
Oftalmologo 

Santiago Ruesta, M.D., Av. Berrizbeitia, 
Paraiso, Quinta Lolin, Caracas, Venezuela, 
S. A, Asesor Tecnico en la Direccion de 
Salud Publica, Ministerio de Sanidad y 
Asistencia Social 
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APPLICANTS FOR MEMBERSHIP 


The following individuals have applied for membership in the Association. They have 
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to see a number of them present tonight. 

“Dr. Vaughan, I am deeply moved by 
this award and by your overgenerous 
citation. Coming as it has, some few 
years after my retirement, it was the 
greater surprise and the greater pleasure. 
I am deeply touched. The memory of 
this occasion will abide with me and be 
cherished always.” 


Rafael Sanchez-Perez, M.D., M.P.H., Instituto 
Nacional de Venereologia, Caracas, Vene- 
zuela, S. A., Director 

E. Noel Smith, M.D., 523 Benton St., The 
Dalles, Ore., Public Health Officer, Wasco- 
Sherman County Health Unit 


Laboratory Section 

Ruth A. Boak, M.D., Ph.D., School of Medi- 
cine, Univ. of California, Los Angeles, Calif., 
Assoc. Professor of Infectious Diseases 

Leslie A. Chambers, Ph.D., Environmental 
Health Center, U.S.P.H.S., 1014 Broadway, 
Cincinnati 2, Ohio, Director of Research 

Hugh D. Claughton, Verbena, Ala., Bacteriole- 
gist, State Health Dept. 

Wilbur J. Gooch, D.O., 3238 Main St., Weir- 
ton, W. Va., Osteopathic Physician 

Arthur E. Harris, M.D., Cayuga County Lab- 
oratory, 17 Lansing St., Auburn, N. Y,, 
Director 

Mark A. Jacobs, Professional Bidg., Martins- 
burg, W. Va., Director and Serologist, Jacobs 
Medical Laboratory 

Rafael Medina, M.D., Av. Las Rosas, San 
Rafael de la Florida, Quinta Guasabara, 
Venezuela, S. A., Medico del Depto. de In- 
vestigaciones del Instituto Nacional de 
Venereologia 

E. E. Myers, M.D., Myers Clinic Hospital, 
Philippi, W. Va., Director of Laboratories 

Eric L. Nelson, Ph.D., School of Med., Univ. 
of California, Los Angeles 24, Calif., Assoc. 
in Infectious Diseases 

Abraham Widra, Box 3205 University Sta- 
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tion, Gainesville, Fla., Graduate Student in 
Bacteriology, Univ. of Florida 


Engineering Section 

Clinton W. Allen, 90 Royal Road, Bangor, 
Me., Student, Univ. of Michigan School of 
Public Health 

Sergio Caballero, Riquelme 270, Santiago, 
Chile, S. A., Sanitary Engineer, Chilean Pub- 
lic Health Service 

Henry F. Munroe, 75 Paine Ave., Cranston 
10, R. I., Manager, Proportioneers 

Richard O. Schindler, 5 Elizabeth St., Troy, 
N. Y., Director of Environmental Hygiene, 
Rensselaer County Health Dept. ~ 

William H. Steinmetz, Jr., 327 Dalehurst Ave., 
Los Angeles 24, Calif., Sanitarian, Univ. of 
California 

H. Paul Taloff, 4958 Santa Cruz Ave., San 
Diego 7, Calif., Clinical Laboratory Tech- 
nician, U. S. Navy 

William P. Townes, 1050 Bird Ave., San 
Jose 10, Calif. Air Pollution Engineer, 
Santa Clara County Health Dept. 


Food and Nutrition Section 
Mary E. White, M.A., 45-54 41st St., Long 
Island City, N. Y., Nutrition Consultant, 
Washington Heights-Riverside Dist. Health 
Committee, New York Tuberculosis and 
Health Assn. 


Maternal and Child Health Section 

Joan N. Daly, M.D., City Dept. of Health, 
125 Worth New York 13, N. Y,., 
Pediatrician 

Anja S. Huhtinen, M.D., M-P.H., c/o Kati- 
loopisto, Tehtaank, Helsinki, Finland, 
Maternity Hygine Consultant, Llusimaa 
Teaching Area 

J. E. Reymond Randall, Myles Standish Hall, 
30 Bay State Rd., Boston 15, Mass., Student, 
Boston Univ. 


Public Health Education Section 

William Becque, 14-B Glen Lenox, Chapel 

Hill, N. C., Student, School of Public 
Health, Univ. of North Carolina 

Capt. Paul E. Cevey, MSC, Box 123, Tripler 
Army Hospital, APO 438, c/o P.M., San 
Francisco, Calif., Director of Training 

Helen S. Lockhart, Ed.M., 232 Summer St., 
Lynnfield Center, Mass., Health Educator, 
Harvard School of Public Health 

Jean C. MacCorisen, Pocasset, Mass., Exec. 
Secy., Barnstable County Public Health 
Assn. 

Capt. Hendley A. McDonald, M.C., USAF, 
206 N. Abbott St., Hillsboro, Tex., Flight 
Surgeon, 2750th Medical Group, Wright- 
Patterson Air Force Base (Ohio) 

Richard J. Stull, Univ. of California Hospital, 
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San Francisco 22, Calif., Director of Hos- 
pitals and Infirmaries and Director, Course 
in Hospital Administration, Schooi of Pub- 
lic Health 

Mildred Williford, Peoria County Health 
Dept., Peoria Heights 4, Ill, Health 
Educator 


Public Health Nursing Section 

Eleanor Cryan, R.N., 295 DeKalb Ave., 
Brooklyn, N. Y., Public Health Nurse, Com- 
munity Service Society 

Ruth Cumings, M.A., Box 61, Valhalla, N. Y., 
Public Health Nursing Consultant, West- 
chester County Dept. of Health 

Roberta Donnelly, R.N., North Shore Visit- 
in, Nurse Assn., 604 Lincoln Ave., Win- 
netka, Ill., Directing Nurse 

Margaret A. Maiiett, R.N., 1152 Edson Ave., 
Johnstown, Public Health Nurse, 
UMWA Welfare & Retirement Fund 

Sister Mary Thelma, R.N., Providence Hos- 
pital, Beaver Falls, Pa., Instructor 

Ella Patton, R.N., M.P.H., 406 E. Sth St., 
Austin, Tex., Public Health Nurse Consult- 
ant 


Epidemiology Section 

Mark S. Blumberg, M.D., D.M.D., 6410 Con- 
necticut Ave. Chevy Chase, Md., Staff 
Member, Operations Research Office, Johns 
Hopkins Univ. 

Lorenzo Girones, M.D., Gran Hotel, Managua, 
Nicaragua, C. A., Chief, Tuberculosis Di- 
vision, Dept. of Health 


School Health Section 
G. Evelyn Morgan, 3020 Monroe St., Denver 
5, Colo., Staff Nurse, Denver Public Schools 
Robert C. Polson, M.D., 2421 Shawnee Drive, 
Great Bend, Kans., Ophthalmologist ; Mem- 
ber, Kansas State Board of Health 


Dental Health Section 
Agnes C. Bickerton, M.A. 2854 Park St., 
Honolulu 17, T. H., Instructor in Dental 
Hygiene, Univ. of Hawaii 
Allen T. Willis, D.DS., 1920 Walnut St., 
Murphysboro, Ill., Public Health Dentist, 
Jackson County Health Dept. 


Medical Care Section 
Sandra C. Howell, 2217-C California St., 
Berkeley 3, Calif., Graduate Student, Univ. 
of California School of Public Health 
Eugene C. Klein, M.D., 878 West End Ave., 
New York 25, N. Y., Chief of Clinic, Sidney 
Hillman Health Center 
Hercules S. Mendonca, c/o Hale Mohalu, 
Pearl City Oahu, T. H., Institution Ad- 
ministrator, Division of Hansen’s Disease, 
Dept. of Health 
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Unaffiliated 

E. Abercrombie Austin, R.N.. M.A., A. M. 
& N. College, Pine Biuff, Ark., College Nurse 

Arthur L. Dean, LL.D., P. O. Box 3440, 
Honolulu 1, T. H., Vice-President, Alex- 
ander & Baldwin, Ltd. 

Emma S. Fuller, 529 Camino del Mante, 
Santa Fe, N. M., Tuberculosis Nursing 
Consultant, State Health Dept. 

H. Neil Graham, 1365 Cedar St., San Carlos, 
Calif., Regional Public Health Representa- 
tive, Public Health Service 

Fred G. Schell, D.V.M., Columbia Ave., 
Franklin, Tenn., Veterinarian in Private 
Practice 


A.P.H.A, MEMBERSHIP DIRECTORY 

In order that the new Membership 
Directory of the American Public Health 
Association may be as up-to-date as 
possible, it has been decided to change 
the publication date to March, 1952. 
The membership data carried in the 
Directory will be as of November 1, 
1952, and to extend the listings to that 
point it has been necessary to make 
several hundred changes in both the 
alphabetical and geographical sections. 
Almost 300 new members whose applica- 
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tions were submitted in recent months 
will be included, and the change in 
status from membership to Fellowship 
will be shown for the 289 persons who 
were elected Fellows at the San Fran- 
cisco Annual Meeting. The slight delay 
in completing the Directory will make it 
more truly a 1952 edition. 

Health Publications Institute, Inc., 
216 North Dawson St., Raleigh, N. C., 
which is coéperating with the Associa- 
tion in publishing the new Directory, 
reports that orders are being received 
constantly and will be filled as soon as 
the publication is off the press. If you 
would like to purchase a copy, please 
write to the Institute at the above ad- 
dress, or use the order blank on page v 
of the December, 1951, Journal. 

This Directory of the Association’s 
membership should be useful to profes- 
sional public health workers everywhere, 
and to those outside the profession who 
wish to reach the persons responsible 
for protecting and promoting public and 
personal health. 


A.P.H.A, membership application blank on page XX!X 


ae 
Bae 
; 
> 
4 rad 
‘ 


Jan., 1952 


EMPLOYMENT SERVICE 


The following pages present information for those seeking qualified public health 
personnel and for those seeking positions in public health. 
This is a service of the Association conducted without expense to the employer or 


employee. 


POSITIONS AVAILABLE 


Director—Bureau of Maternal and 
Child Health classified as “Senior Public 
Health Officer.” Salary range $6,300- 


,500. 

Director—Division of Tuberculosis 
Control classified as “Public Health 
Ss Salary range $6,300-$7,500. 

rite: D. G. Gill, M.D., State Health 
Officer, State Department of Public 
Health, Montgomery 4, Ala. 


District Health Officers—Central Wash- 
ington State. Health Officer preferably 
with an M.P.H. degree needed in Benton- 
Franklin Health District, Pascc, Wash. 
Salary range $8,496-$10,188 ee annum. 
Eligibility for licensure in ashington 
State required. Write: J. A. Kahi, M.D., 
State Director of Health, Smith Tower, 
Seattle, Wash. 


District Health Officer—New Mexico. 
Salary $4,800-$6,000 plus travel. Write: 
— — Supervisor, Box 939, Santa 

e, N. M. 


Public Health Physician as Health 
Officer of a newly established County 
Health Department. County of 20,000 on 
Mississippi River in Northwestern Illinois. 
Salary range $7,200-$9,000. Qualified 
health officer may start above minimum. 
Write: G. Alzeno, D.D.S., President, Jo 
ee County Board of Health, Stock- 
ton, 


Director—Bureau of Dental Health. 
Salary $7,200. Minimum requirements: 
Graduation from a Grade A school of den- 
tistry. Licensed or eligible for license to 
practise dentistry in West Virginia. Com- 
pletion of a postgraduate course in chil- 
dren’s dentistry and at least two years of 
experience in general practice; or three 
years of experience in a public health 
dental program. 

Senior Health Officer. Salary $8,400. 
Minimum reqt‘iements: Graduation from 
a Grade A Medical School. At least one 
quarter of graduate study in public health 
in a recognized school of public health. 
Two years full-time administrative ex- 
perience in public health. Eligible for 
medical license in West Virginia. 

Health Officer. Salary $6,600. Minimum 
requirements: Graduation from a Grade 
A Medical School and completion of a 
one year internship in a hospital ap- 
proved for internship by the American 


Medical Association. Licensed or eligible 
to secure license to practise medicine in 
West Virginia. Write: Dyer, 


M.D., State Director of Health, State 
oe of Health, Charleston 5, 
. Va. 


Public Health Physician for Health 
Officer Champaign-Urbana Public Health 
District. Salary range $7,900-$9,000; 
University town, excellent schools. 

Public Health Physician for attractive 
field office position, State Health Depart- 
ment; excellent civil service and retire- 
ment system; university town Southern 
Illinois. Sala $6,900-$9,520. 
Write: Roland ., Director, 
State Department of Public Health, 
Springfield, Ill. 


Health Officer for newly created 
Egyptian Health Department located in 
the “Little Egypt” section of Southern 
Illinois and serving the Counties of Gal- 
latin, Saline and White. Population 
64,173. Position to begin January, 1952, 
or soon thereafter. Candidate should be 
prepared to create and maintain a good 
program of local health services and 
should have capacity for excellent public 
and human relations. Salary up to 
$11,000 depending on experience and 
training. Write: Mr. Horace EPErown, 
Secretary, Egyptian Board of Health, 
Shawneetown. IIl. 


Assistant in Health Education. Mini- 
mum qualifications: Major in biological 
sciences, two years employment in public 
health education work. Graduate train- 
ing in public health is desirable and may 
be substituted on a year for year basis for 
the required employment in public health 
education work. Salary range $3,720- 
$4,620. Write: William T. Youngberg, 
Division of Personnel, State Department 
of Health, Hartford, Conn. 

Physician II Public Health option $647 
= month; County of San Diego, Cali- 
ornia. Physician ulosis op- 
tion $647 per month; Physician I Tuber- 
culosis option $559 per month; Mental 
Health Consultant $713 per month; Cali- 
fornia license required. Write: Depart- 
ment of Civil Service and Personnel, Civic 
Center, San Diego, Calif. 


Public Health Physician as Medical 
Director of Bi-County Health Depart- 
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ment in Southwestern Dlinois on Ohio 
and Mississippi Rivers. Important public 
health job to be dene. Salary $7,000. 
Write: Guy Jones, Secretary, Alexander- 
Pulaski Bi-County Board of Health, 1009 
Walnut St., Cairo, Ill. 


Sanitarian. Age 25 to 35, preferably 
with industrial sanitation or public health 
experience. Large food processing firm 
in Chicago. Some travel. Degree not es- 
sential. Write: Box S-9, Employment 
Service, A.P.H.A. 


City of Hartford, Conn. Announce- 
ment. Open competitive examination. 
Medical Social Worker II. Salary range: 
$3,534-$4,206. Open to resident citizens 
of the United States. Successful appli- 
cant will be required to take up residence 
in Hartford. Closing date: Applications 
will be accepted until a sufficient number 
of candidates have filed for examination. 
Applications should be filed with City of 
Hartford, Department of Personnel, 550 
Main St., Hartford, Conn. 


One Hansen’s Disease P-+ 
for Kalaupapa Settlement, Molokai, 
Hawaii. Salary $590-$690 per month plus 
maintenance. Qualifications: Three years 
as a physician including some work in 
dermatology or with Diente disease 
patients and graduation from a medical 


school of recognized standing, including 


or supplemented by ore year of intern- 
ship in a recognized genera! hospital. 
Write air mail to: President, Board of 
Health, P. O. Box 3378, Honolulu 1, 
Hawaii. 


Chemists and Bacteriologists: Openings 
exist in the Vermont State Department of 
Health for Laboratory of Hygiene Chem- 
ists and Bacteriologists. or 
M.S. degree preferred but not necessary. 
Liberal personnel policies, including ex- 
cellent retirement plan. Write: Personne! 
Officer, Department of Health Annex, 
South Burlington, Vt. 


Several qualified Public Health Officers 
needed in Texas. Salary $7,200 plus a 
necessary travel allowance. Write: George 

ox, M.D., State Health Officer, 
Austin, Tex. 


Public Health Physician as Medical 
Director of Bi-County Health Depart- 
ment in Southwestern Illinois on Ohio 
and Mississippi Rivers. Important pub- 
lice health job to be done. Salary $7,000. 
Apply: Guy Jones, Secretary, Alexander- 
Pulaski Bi-County Board of Health, 1009 
Walnut St., Cairo, Ill. 


Health Officers: A few positions open 
as directors of local health units in small 
rural areas or as assistants to directors 
in large metropolitan areas. Usual vaca- 
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tion, sick leave and retirement benefits. 
Merit System requirements: Eligibility to 
practise medicine in Louisiana. Startin 
salary $6,600 per annum. Apply: S. J. 
Phillips, M.D., State Health Officer, 
Louisiana State Department of Health, 
New Orleans 7, La. 


Public Health Educator for State 
Health Department position. Will have 
assignment of publications production and 
some state-wide community organization 
for special programs such as school medi- 
cal examinations and stream pollution 
abatement. Degree and/or experience in 
public health education required anc 
classification and salary dependent on 
these factors. Starting salary in the two 
lower classifications are $3,300 and $3,660. 
Apply: Personnel Officer, Colorado State 
Department of Public Health, 414 State 
Office Building, Denver 2, Coio. 


School Nurse § isor—In rural- 
suburban County ealth Department. 
Salary $4,200-$5,000. B.S. degree in Pub- 
lic Health Nursing. Four years of ap- 
proved public health experience which in- 
cludes two years of supervisory experi- 
ence. Write: Personnel Board, Mont- 
gomery County, Rockville, Md. 


Staff Public Health Nurse. Rochester- 
Olmsted County Health Unit operating 
a cooperative community program be- 
tween the city health department, the pub- 
lic schools and the county. Combined 
population 47,000. Health-conscious com- 
munity, with excellent clinical and re- 
search facilities. Health Department has 
full-time health officer, health educator, 
social worker, sanitation staff, mental 
health staff, medical clinic, nutrition pro- 
grams, public health nursing supervisor, 
assistant supervisor and director of student 
program, a wm ‘al health consultant 
nurse, and 12 qv Sed staff nurses. Gen- 
eralized public health nursing program 
including school work and bedside care 
on a demonstration and supervision basis. 
Also an active student program in 
coéperation with the University of 
Minnesota School of Pubiic Health and 
the State Department of Health. New 
public health center. Degree and mini- 
mum public health training. Car optional; 
mileage 7% cents per mile. Minimum 
salary $2,988. Salary adjustable within 
range, depending on experience and quali- 
fications. Good personnel policies. 

Miss Dorothy E. Anderson, 
Supervisor of Public Health Nursing, 
Public Health “enter, Rocheter, Minn. 


Educational Director. Also supervisor. 
Combination agency, generalized pro- 
gram including bedside care. Forty hour 
week, cumulative vacation and sick leave, 
retirement. Good salary. Write: Ex- 
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Nurse 
Day- 


ecutive Director, The Visiting 


Association, 401 Municipal Bldg., 
ton 2, Ohio. 


Public Health Nurse Supervisor with 
public health training. Salary $350-$375. 


POSITIONS 


Sanitarian. B.S., 
three years experience in food, milk, 
water, and rodent control. Interested in 
opportunity with official agency or in- 
dustry. Write: Arthur J. o> Jr., Back 
River Road, Dover, N. H 


Young Ph.D. in Public Health (June, 
1952) with major work in parasitology, 
bacteriology, and immunology desires 
teaching or laboratory position, preferably 
with opportunity for research or field 
work. Experience in teaching and in the 
diagnosis of intestinal parasites. Sigma 
Xi and Professional Societies. Write: 
Box L-21, Employment Service, A.P.H.A. 


bacteriology, 27, 
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Junior Medical Technologist for public 
health laboratory. College degree. Salary 
$265-315. Write: Charles A. Neafie, M.D., 
Director, Department of Public Health, 
Pontiac 15, Mich. 


WANTED 


Sani B.S., two years experience 
in local health department, — sition 
in Midwest. Write: Box S- yo 
ment Service, A.P.H.A. 


Bacteriologist, Ph.D., M.P.H., exten- 
sive supervisory experience public health 
laboratories, medical research and some 
teaching; publications; returning from 
foreign assignment about January 1, 
1952; excellent references. Desires uni- 
versity teaching-research appointment in 
medical or dental bacterioloyy, or super- 
visory public health or hospital labora- 
tory, or industrial opportunity. Write Box 
LD-14, Employment Service, A.P.H.A. 


All communications should be sent to Burneice Larson, Medical Bureau, Palmolive 
Building, Chicago 11, Ill. 


HEALTH; a summer resort and residential town 
of 30,000, few miles from important medical center ; 
East. (b) HEALTH COMMISSIONER; county 
health department; capable staff; near Chica: 0; 
around $10,000. (c) PUBLIC HEALTH PHYSI- 
CIAN to direct school health program; school 
enrollment, 97,000; university city of 700,000 

medical’ school “DIRECTO! West. (a) 


AVAILABLE FOR THE 
) COMMISSIONER OF 


SISTANT MEDICAL IRECTOR; count 
city attractive location; Paci 
Northwest (e) UBLIC HEALTH PHYSI. 


CIAN qualified to jee student health department, 
one of country’s largest universities; outstandin 
man required. (f) ASSOCIATE PROFESSO 
OF HEALTH EDUCATION; preferably woman 
with doctorate; graduate and undergraduate stu- 
dents; state university; around $6,000 for school 


ear. (g) SUPERVISORY STAFF 
URSES; duties include school nursing; cars 
available; near San Francisco. (h) PUBLIC 


HEALTH NURSE TO DIRECT PROGRAM, 
Se of leading medical care programs ; should be 
well known in public 

as 


health field (i) INDUSTRIAL NURS ING 
CONSU LTANT: state health department; head- 
uarters college town; Midwest. (j) PUBLIC 


lege; Pacific 

PUBL ic HEALTH" NURSE: to 
TION RSE; large company; openings in 


Southwest, 
NURSE to s 
$4,200-4 

1ONIST ‘SERVE 


New York, South, Midwest. (=) 
PUBLIC HEALTH se health 
program for school district ; 
California. NUTRITI 
AS CONSULTANT, | tuberculosis 
Midwestern metropolis. (0) SANITARY. | ENGI: 
NEER to take charge of sanitation, 

project in Bolivia. (p) SANITARY ENGINEER: 
state health artment; Midwest. (If you wil 
write for our ANALYSIS FORM, we, 
pare an Individual Survey of 
meet your requirements.) BUR) ICE. TCRSON, 
THE MEDICAL BUREAU, PALMOLIVE 
BUILDING, CHICAGO. 


WANTED — IES FOR THE 
FOLLOWING PUBLIC HEALTH 
PHYSICIAN; years health officer, 
city health Foe Diploma to American 
Board of Public Health and Preventive Medicine. 
(b) PUBLIC HEALTH NURSING ADMINIS- 


TRATOR; M.A.; Public Health; 7 years ad- 
ministrative ¢ ience in health 
(ec), HEALTH EDUCATOR 


eastern universities; 5 years associate professor of 
hygiene and public health, four years director 
health education, state health department. (d) 
SANITARY ENGINEER; B.S, (Civil Engineer- 

00) ngineering ; ears experience. 
NEICE CARSON, 


all_ in to 
M A oe PALMOLIVE BUILD: 
ine CHICA! 
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NEWS FROM THE FIELD 


PSYCHIATRY AND REHABILITATION 

A demonstration of the benefits of 
integrating psychiatric treatment with 
established rehabilitation techniques will 
be made at the Institute of Physical 
Medicine and Rehabilitation of the New 
York University- Bellevue Medical 
Center. The three year program has 
been made possible by a grant of $73,500 
from the Commonwealth Fund. The 
primary aim of the project will be to 
provide complete emotional and physical 
care for the disabled. In addition, 
physicians and other members of the 
rehabilitation team will be trained in 
methods of using psychiatry and psycho- 
social techniques in treating the disabled. 
This project was undertaken as the re- 
sult of an earlier three year study of 
the emotional problems of the physically 
handicapped. Also financed by the 
Commonwealth Fund, the earlier study 
showed the need for integrating emo- 
tional and physical problems in return- 
ing the physically disabled to normal 
living 


The director of the new Psycho-Social 
Division is Morris Grayson, M.D., who 
also directed the earlier project. He 
will be assisted by a psychiatrist, a 
psychiatric social worker, a psychologist, 
and two intern psychologists. 


PRENTISS AWARD TO SALLY LUCAS JEAN 

Sally Lucas Jean is the recipient of 
the eighth annual Elizabeth S. Prentiss 
National Award in Health Education of 
the Cleveland Museum of Health. The 
plaque and citation were presented to 
her by the uizseum’s director, Bruno 
Gebhard, M.D., at the 11th anaual 
breakfast of the National Advisory 
Council, held in connection with the 79th 
Annual Meeting of the American Public 
Health Association in San Francisco. 


Miss Jean was cited as “school nurse, 
teacher of teachers, godmother of health 
educators.” 

Miss Jean is the recently retired di- 
rector of education service, National 
Foundation for Infantile Paralysis, and 
formerly directed the health education 
service of the American Child Health 
Association. She has also helped to 
organize health education programs in 
the Panama Canal Zone, the Philippines, 
and the Virgin Islands. Miss Jean is a 
Fellow and life member of the American 
Public Health Association, and has re- 
ceived honors from French, Belgian, and 
several American organizations. 


FLUORIDATION FURTHER ENDORSED 

A special committee of the National 
Research Council, Division of Medical 
Sciences, has endorsed fluoridation of 
public water supplies to reduce tooth 
decay in “any community which in- 
cludes a child population of sufficient 
size and which obtains its water supply 
from sources which are free from or are 
extremely low in fluorides.” The com- 
mittee’s report says that with proper 
safeguards the addition of fluorides to 
drinking water for the reduction of tooth 
decay appears to be harmless. However, 
it cautions that fluoridation programs 
should be conducted under expert dental 
and engineering supervision by the state 
board of health; also that fluoridation 
of water supplies “will supplement but 
not supplant other dental health meas- 
ures.” Kenneth F. Maxcy, M.D., was 
chairman of the special committee. Na- 
tional Research Council, 2101 Constitu- 
tion Ave., Washington 25, D. C. 


NEW NEONATAL HOME CARE PROGRAM 
A home care program for the approxi- 
mately 1,300 mothers whose infants are 
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delivered at home by ambulance physi- 
cians has been set up by the New York 
City Department of Health. The ambu- 
lance physician who makes the delivery 
notifies one of the three visiting nurse 
associations which sends a visiting nurse 
to the home within 24 hours. The nurse 
provides home nursing supervision and 
notifies the Department of Health so 
that a physician may be sent to the 
home. If there are complications, the 
department makes every effort to per- 
suade the family to send the mother and 
child to a hospital. One physician has 
been assigned to each of the five 
boroughs to carry on this program of 
the department of giving mothers and 
new-born infants such care as they re- 
quire. The reason for home deliveries 
is the refusal of the mother to be hos- 
pitalized for delivery. 


REPRINTS ON THE SAMPLING OF HUMAN 
POPULATIONS AVAILABLE 

At the Annual Meeting of the Areri- 
can Public Health Association in St. 
Louis in 1950 the Committee on Sam- 
pling Techniques in Public Health Sta- 
tistics, Statistics Section, sponsored a 
session devoted to “Modern Methods in 
the Sampling of Human Populations.” 
Three papers by recognized experts in 
this field were given: 


General Principles in the Selection of a 
Sample—by William G. Cochran. 

The Determination of Sample Size—by 
Jerome Cornfield. 

Some Methods of Area Sampling in a Local 
Community—by Morris H. Hansen and 
William N. Hurwitz. 


These papers were published in the 
June, 1951, issue of the Journal. In 
view of the fact that the Committee on 
Sampling Techniques expects to sponsor 
future sessions on sampling in the field 
of public health with expository papers 
on other aspects of sampling methods, 
public health statisticians may wish to 
secure reprints of the entire series for 
convenient reference. A reprint con- 


oF Pusiic HEALTH Jan., 1952 


taining the first three papers may be 
obtained free of charge from: T. D. 
Woolsey, Division of Public Health 
Methods, Public Health Service. Wash- 
ington 25, D. C. 


FIRST PENNSYLVANIA COUNTY 
HEALTH UNIT 

Butler County in Western Pennsyl- 
vania with a population of about 98,000 
has been selected as the first county to 
have a local health unit under the state’s 
new public health law. This county was 
selected for the first pilot unit because 
of the vote of coéperation of the county 
commissioners, the support of 55 citizen 
organizations including the County 
Medical Society, and its proximity to 
Pittsburgh, thus making it available as 
a training center for students at the 
Pittsburgh School of Public Health. 
Planning for the organization of the unit 
is now in progress. Clarence D. Barrett, 
M.D., M.P.H., on the staff of the 
Pittsburgh school, will direct the new 
unit. 
Northampton County has also begun 
discussion of a county health depart- 
ment. Plans have been made for each 
town to survey its own health resources, 
using the American Public Health Asso- 
ciation evaluation forms. 


AMERICAN BOARD OF DENTAL PUBLIC 
HEALTH, INC. 

The American Board of Dental Public 
Health, Inc., has been formally recog- 
nized by the American Dental Associa- 
tion and its requirements for certifica- 
tion have been approved by the A.D.A. 
Council on Dental Education and the 
House of Delegates. 

Philip E. Blackerby, Jr., D.D.S., who 
is secretary-treasurer of the American 
Board of Dental Public Health, has an- 
nounced that the board will hold its 
first examination in September, 1952, 
prior to the Annual Meeting of the 
A.D.A. in St. Louis, Mo. 

The American Board of Dental Pub- 
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lic Health has been established upon 
recommendation of the American Asso- 
ciation of Public Health Dentists and 
the Dental Health Section of the 
American Public Health Association, 
which agencies shared in the appoint- 
ment of the initial membership. The 
board was incorporated under the laws 
of the State of Colorado in July, 1950. 
The principal purposes of the board are 
to protect and improve the public health 
by the study and creation of standards 
for the practice of dental public health 
in all its aspects and relationships, and 
to grant and issue to duly licensed 
dentists certificates of special knowledge 
and ability in preventive dentistry and 
dental public health. 

Persons interested in the eligibility 
requirements for examination and cer- 
tification and in the waivers for the 
Founders Group should communicate 
promptly with Dr. Blackerby, 250 
Champion Street, Battle Creek, Mich. 


VETERANS ADMINISTRATION. BROADENS 
MENTAL ILLNESS AID 

VA is now trying to solve the prob- 
lem of providing hospitalization and out- 
patient treatment for several thousand 
veterans with mental illnesses who might 
qualify for such care. It must thus 
review the cases of approximately 9,000 
World War II veterans awaiting hos- 
pitalization who have psychosis classified 
as nonservice-connected. 

Federal Public Law 239, enacted 
October 30, 1951, provides that, for the 
purpose of Veterans Administration hos- 
pital and medical care, including out- 
patient treatment, World War II vet- 
erans and those with service since June 
27, 1950, who develop an active psy- 
chosis within two years from the date of 
separation from active service shall be 
deemed to have incurred the disability in 
active service. Previously many such 
veterans were classified as nonservice- 
connected cases and thus entitled to VA 
hospitalization only when VA hospital 
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beds were available and if they could 
not afford the treatment elsewhere. 
However, they were not entitled to out- 
patient treatment. 


RADIATION HAZARDS AND PROBLEMS 

To assist personnel in health depart- . 
ments and other governmental or private 
organizations to achieve a broader un- 
derstanding of radiation hazards and 
problems, two week training courses in 
radiological health are being offered 
without charge to qualified applicants by 
the Public Health Service at its Environ- 
mental Health Center in Cincinnati, 
Ohio. The program is designed for 
professional workers primarily concerned 
with radiological health problems. Can- 
didates should have a degree in medicine, 
engineering, physical science, or bio- 
logical science, and have had experience 
in work relating to public health. 

Both basic and intermediate courses 
are provided, the latter available to 
those who have completed the equivalent 
of the basic curriculum. 

The schedule of courses for early 
1952 is: 


Basic Intermediate 
January 21—February 1 February 4-15 
March 10-21 May 5-16 


April 21-May 2 


Additional information from: Chief, 
Radiological Health Training Section, 
Environmental Health Center, 1014 
Broadway, Cincinnati 2, Ohio. 


RESOLUTION ON TUBERCULOSIS NURSING 

At its meeting in October, 1950, the 
Council on Tuberculosis Nursing 
adopted a resolution as a result of dis- 
cussions of annual reports from Joint 
Tuberculosis Nursing Advisory Service 
which have continucusly shown that 
many current problems in tuberculosis 
nursing seem to stem from inadequacies 
in basic nursing education. It was sup- 
ported in principle by action of the 
Board of Directors of the National 
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League of Nursing Education in Jan- 
uary, 1951. The resolution reads: 


Wuenreas: All registered nurses are expected 
to be competent to meet needs for tuber- 
culosis nursing services which require the 
knowledge and skill to promote preven- 
tion of the disease, and rehabilitation of 
patients through expert nursing care, be it 

Resotvep: To urge all groups interested in 
nursing education to encourage the in- 
clusion of adequate instruction in tuber- 
culosis nursing in the basic curriculum for 
all nurse students. This implies a care- 
fully planned sequence of theory and co- 
ordinated learning experiences in tuber- 
culosis nursing in which preventive, 
therapeutic and social aspects are stressed. 


FIFTY YEARS—AND A NEW BULLETIN 

Among the new activities of the Mon- 
tana State Health Department in its 
50th year was Treasure State Health, a 
new monthly bulletin. The October 
issue (1:4) reviews the 50 years of the 
department’s history. It recalls that the 
State Board of Health’s biennial report 
of 1911-1912 recommended district 
health departments made up of several 
counties and served by a full-time health 
officer. Recalled also is the depart- 
ment’s part in finding the cause and de- 
veloping a vaccine fer Rocky Mountain 
spotted fever. In a series of experiments 
in the transmission of this disease, Dr. 
Arthur McCray, first full-time labora- 
tory director, contracted the disease and 
died from it in June, 1919. The Division 
of Child Health was created in 1917 
when the maternal death rate was 15.6, 
the highest in the nation, since when it 
has fallen as low as 0.9. In 1951 the 
department was reorganized and stream- 
lined under its new health officer, G. D. 
Carlyle Thompson, M.D. 


GIANNINI FOUNDATION FELLOWSHIPS 
According to a recent announcement 
of the Bank of America-Giannini Foun- 
dation, San Francisco, persons who are 
gifted in medical research will be granted 
scholarships by the Foundation. These 
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are open to citizens of the United States 
who apply through any of the accredited 
California medical schools. Grants are 
designed to support the student through 
the school year 1952-1953. They are 
being made in conformity with the will 
of the late A. P. Giannini, founder of 
the Bank of America “to serve humanity 
generally through such research as may 
be directed to discovery of the causes or 
alleviating the destructive consequences 
of baffling, ills.” 


PUBLIC HEALTH VETERINARIANS CONFER 

At the fifth Annual Conference of 
Public Health Veterinarians, held in San 
Francisco on October 29, 1951, in con- 
junction with the 79th Annual Meeting 
of the American Public Health Associa- 
tion, the following officers were elected 
for the coming year: 


President: Frank Todd, D.V.M., Federal 
Civil Defense Agency 

Vice-President: LeRoy Davenport, D.V.M., 
Illinois Department of Public Health 

Secretary-Treasurer: R. K. Anderson, 
D.V.M., Veterinary Public Health, Denver 
Health Department 

Executive Board Members: H. G. Geyer, 

D.V.M., Ohio State Department of 


Agriculture 
W. O. Kester, D.V.M., United States Air 


Corps 

Martin D. Baum, D.V.M., Federal Civil 
Defense Agency 

Ben Dean, D.V.M., California State De- 
partment of Health 


BEGINNINGS OF A HEALTH DEPARTMENT 

With the beginning of health services 
in two counties in Kentucky, Russell 
and Lewis, each with about 14,000 popu- 
lation, Kentucky is reported to have only 
seven of its 120 counties without local 
health services. Neither county, how- 
ever, has a health officer. In Lewis 
County a local practising physician 
serves as medical consultant and the 
staff consists of a nurse, a sanitarian, 
and a clerk. Russell County also with a 
nurse, sanitarian, and clerk, shares a 
nonmedical health administrator with 
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two neighboring counties. The county’s 
five practising physicians serve as medi- 
cal consultant on a rotating basis. 


SEWAGE USED AS FERTILIZER 

The results of a series of experiments 
to determine the health hazards involved 
in the use of vegetables fertilized with 
sewage is discussed in a series of papers 
on “Contamination of Vegetables Grown 
in Polluted Soil” by Willem Rudolfs, 
Lloyd L. Falk, and Robert A. Rogotz- 
kie in Sewage and Industrial Wastes, 
March-August, 1951. The conclusions 
go a long way to answer the frequent 
question, “Can sewage be used safely to 
fertilize vegetables?” Some of the more 
important are: 

1. Vegetables to be eaten raw can be grown 
without health hazard in soils that have been 
subject to the application of omer and night 
soil in the years preceding the season of 
growth. 

2. If the application of sewage effluents or 
of night soil is stopped at least one month 
before harvesting, the bacterial contamination 
will be no higher than when farmyard 
manure or artificial fertilizers are used. 

3. The use of coliform organisms as the 
indicator oi pollutién provides a good margin 
of safety when the possible presence of Sal- 
monella and Shigeila organisms is suspected. 

4. The resistance of cysts of Endamoeba 
histolytica to the external environment de- 
pends almost entirely on the amount of 
moisture present. 

5. Danger of transmitting Ascaris is greatly 
reduced if fecal matter fertilization is stopped 
one month before the harvest. 

6. Storage or a washing of vegetables in 
plain water or in solutions of detergents or 
germicidal rinses of chlorine do not give re- 
liable bacterial decontamination. The same 
is true for helminth eggs although cationic 
detergents aid in removal of eggs from vege- 
table surfaces. 


INSERVICE TRAINING ON SOUND 

An inservice training course on “The 
Acoustical Spectrum, Sound-Wanted and 
Unwanted,” to be held in Ann Arbor, 
Mich., February 5-8, is to be conducted 
by the University of Michigan School of 
Public Health in collaboration with the 
Institute of Industrial Health. Con- 
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sideration will be given to the physical 
characteristics and the physiological 
effects of sound, as well as to the possible 
uses of ultrasonic vibrations. Control 
of sound in its various manifestations 
and effects will complete the course. 
Enrollment fee, $10. H. E. Miller at 
the School of Public Health, Ann Arbor, 
for enrollment or further details. 


VD NURSING FELLOWSHIP AVAILABLE 
A six month fellowship in venereal 
disease nursing is offered by the Insti- 
tute for the Study of Venereal Disease, 
University of Pennsylvania, to public 
health nurses who have a B.S. degree. 
The fellowship provides a stipend of 
$1,500 from which the student is ex- 
pected to pay the tuition for the twelve 
semester credits earned. This program 
is designed to prepare public health 
nurses for supervisory or consultant po- 
sitions in venereal disease control pro- 
grams. The next date for accepting 
Fellows is February 11, 1952. Further 
information from the university, Hen- 
rietta B. Hanna, Director of Field 
Work, the Institute for the Study of 
Venereal Disease, Philadelphia 4, Pa. 


AMERICAN SCHOOL HEALTH ASSOCIATION 

New officers of the American School 
Health Association for 1951-1952 are 
announced as follows: 


President: Paul B. Kinney, M.D. 

President-Elect: Guy N. Magness, M.D. 

Executive Secretary-Treasurer: A. O. De- 
Weese, M.D. 

Vice-President in Charge of Program: H. F. 
Kilander, Ph.D. 


REVISED NATIONAL MORBIDITY REPORTS 

Ready for use during a trial period is 
the new Manual of Procedures for Na- 
tional Morbidity Reporting, which be- 
came effective on January 1, 1952. The 
procedures and the lists of diseases for 
weekly and annual reporting are based 
on the recommendations of the Sub- 
committee on National Morbidity Re- 
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porting of the Committee on Infectious 
Diseases, Association of State and Terri- 
torial Health Officers. The recommen- 
dations were adopted by the association 
at its meeting in San Francisco on 
October 31, 1951. After a trial period 
the procedures will be reviewed for 
possible revision in codperation with 
representatives of state health depart- 
ments. Copies of the Manual have been 
sent to all state health officers. Others 
are available from the National Office of 
Vital Statistics, Washington 25, D. C. 


AHA STATEMENT ON ANIMAL RESEARCH 

The Board of Trustees of the Ameri- 
can Hospital Association has adopted 
the following statement as its official 
stand concerning the importance of 
animal experimentation. 


In hospitals throughout the world every 
day, the lives of patients are being saved by 
surgery, drugs and devices, such as the iron 
lung which was developed through research 
on animals. Anyone acquainted with the 
anxious battle for life which goes on constantly 
in every hespital could not possibly want to 
hamper in any way the research with animals 
upon which those lives depend. To save 
animals normally uselessly killed for this 
merciful work, would seem to be the height of 
humanitarianism. 


STATE AND TERRITORIAL HEALTH 
OFFICERS ASSOCIATION ELECTS 

At its meeting in Washington, D. C., 
held during the week of November 26, 
Leroy E. Burney, M.D., state health 
officer of Indiana, was elected president, 
and John R. Porterfield, M.D., state 
health officer of Ohio, was reélected 
secretary. 


WHO NEWS 
Dramatizing WHO Activities 
The Lamp Is Lit by Ritchie Calder is 
published by WHO to give some dra- 
matic illustrations of the effects of the 
lamp of health that has been lit in var- 
ious parts of the world. Not so much a 
recital of activities as an interpretation 
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of their significance, this booklet: has 
much to suggest as to the implications 
for peace in health and related projects 
going on all over the world through 
WHO, Point IV, and other programs. 
These results may prove to be im- 
mensely more widespread than the 
amount of money spent. With the end 
of malaria, for example, in a Bengal 
district, also an increase of 543 pounds 
of rice per acre per year; similarly a 
doubling of both family income and 
acres under cultivation in once malarious 
regions of Greece—these are but minor 
instances of what can be accomplished. 
Nor is the author content to think of 
WHO as an ameliorative agent, patching 
here and there when conditions become 
intolerable. Says he, “its real achieve- 
ments will be when, for the good of 
themselves and the rest of the world, 
governments stamp out the conditions 
which breed and spread infection.” 

This booklet ought to be useful in 
adult education or discussion groups in- 
terested in world problems or in the new 
Citizens Committee for WHO recently 
organized. The announcement of this 
committee was made at a special session 
of the recent 79th Annual Meeting of 
the American Public Health Association 
in San Francisco in the same hall in 
which the United Nations itself was 
born. The papers given at this meeting 
were printed in the A.J.P.H., December, 
1951, pp. 1455-1482. 


Mobilizing for Alcoholism Control 

The problem of the excessive drinker 
was reviewed by the Subcommittee on 
Alcoholism of WHO’s Expert Committee 
on Mental Health in a conference spon- 
sored codperatively with the Royal 
Danisn Government the first week of 
November, 1951. This first European 
seminar and lecture course on Alcohol- 
ism was made up of physicians, psy- 
chologists, social workers, public health 
administrators, and nurses. The faculty, 
made up of some 20 internationally 
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known specialists from 14 countries was 
headed jointly by Dr. Max Schmidt of 
Denmark and Dr. E. M. Jellinek of 
WHO and the United States. Other 
Americans on the faculty were Dr. 
Robert Fleming of Cambridge, Dr. J. 
Masserman of Chicago, and Dr. I. Matte 
of Santiago de Chile. 

The reason for WHO's concern with 
alcoholism was expressed by Dr. N. D. 


Begg, acting dizector of the Regional - 


Office for Europe, thus: ““WHO’s Consti- 
tution states that health is a harmony 
of physical, mental and social well being. 
Alcoholism is a symptom of disharmony 
and a source of more disharmony. It is 
fitting, therefore, that the WHO should 
mobilize the resources of all countries 
for the prevention and treatment of this 
grave disease.’ The conference was 
preceded by a meeting of the Subcom- 
mittee on Health at which a beginning 
was made in developing standards for 
the organization of alcoholic clinics in 
outpatient departments of general hos- 
pitals. 

Later issues of the Journal will sum- 
marize some of the findings and recom- 
mendations both of the subcommittee 
and the seminar. 


Symposium on Middle East Diseases 
In order “to give participants an 
opportunity to learn the latest medical 
developments and also to pooi and ex- 
change their knowledge on health 
matters in the region,” a second Middle 
East Symposium on Tropical Diseases 
was held at Beirut, Lebanon, November 
9-11. Over 600 doctors, scientists, and 
nurses from eight Middle East countries 
participated. Held under the auspices 
of the Department of Internal Medicine, 
American University, the symposium 
was sponsored by a variety of agencies, 
headed by United Nations Relief and 
Works Agency for Palestine Refugees 
and including WHO and its Regional 
Office for the Eastern Mediterranean, 
the Egyptian Ophthalmic Laboratory at 
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Giza, the Bagdad Royal College of 
Medicine, the Nicosia General Hospital 
in Cyprus, the U. S. Naval Medical Re- 
search Unit in Cairo, and the U. S. 
Army Medical Corps of the European 
Command. 

Neil J. Conan, M.D., of the American 
University was chairman, and Jerome S. 
Peterson, M.D., chief medical officer of 
UNRWA, vice-chairman. 


A Brief Resume 

The United Nations has been releasing 
a series of summaries of activities of its 
specialized agencies. The one on WHO, 
in nine mimeographed pages, outlines 
the background and services of the 
agency. The latter are three—advisory, 
technical, and emergency aid. Sample 
activities in the advisory field are re- 
ported for each of the six regional offices. 
For those who have not yet had an 
opportunity to visualize WHO in action 
or who want a quick summary, this is 
a useful document. Ask for Press Re- 
lease SA/120 H/811, October 25, 1951. 
United Nations, Department of Public 
Information, United Nations, N. Y. 


India Explores Family Planning 

At the request of the Government of 
India, WHO has sent Abraham Stone, 
M.D., vice-president of the Planned 
Parenthood Federation of America, di- 
rector of the Margaret Sanger Research 
Bureau, and the author of a special vol- 
ume on planned parenthood, to serve as 
a consultant in family planning to the 
Indian Ministry of Health. It is be- 
lieved his survey will be the first in- 
stance of a nation conducting a pilot 
study under governmental auspices in 
the field of family planning. 


First international Pharmacopoeia 

In October the first volume of the first 
international pharmacopoeia was pub- 
lished by WHO. Containing descrip- 
tions of 200 important drugs defined by 
chemical, physical, and biological tests, 
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it is expected to bring uniformity in 
standards for drugs utilized throughout 
the world. The book was prepared by 
the World Health Assembly upon the 
recommendation of 79 member states. 
A majority of these countries have pre- 
viously used different national pharma- 
copoeias, which laid down the official 
drug standards in accordance with the 
medical practice of each country. 

The new volume is available in Eng- 
lish and French and a Spanish edition 
is being prepared. 

The second volume of the pharma- 
copoeia is now being prepared by an 
Expert Committee of WHO, whose 
chairman is Dr. C. H. Hampshire of 
London. 


PERSONALS 


Crarence D. Barrett, M.D., M.P.H.,* for- 
merly chief of the Bureau of Communicable 
Disease Control, Michigan Department of 
Health, has been appointed director of 
health of Butler County (Pa.), the first 
county public health unit that will be estab- 
lished under Pennsylvania’s new public 
health law. 

Capt. Harte V. Barrett, M.C., USA,+ until 
recently director of the Leavenworth City- 
County Health Department, Kansas, has 
been assigned to duty at the Army Hospital 
at Fort Ord, Calif. 

Becxnett, M.P.H.,* formerly health 
educator, Santa Barbara County Health 
Department, has resigned to become co- 
ordinator of health education in the office 
of the Santa Barbara County (Calif.) 
Superintendent of Schools. 

Joan Bocuat, formerly executive director of 
American Public Relations Associates, Inc., 
is the newly appointed assistant executive 
secretary of the American Nurses’ Associa- 
tion in charge of the Public Relations Unit. 
She succeeds JEAN Tururston, resigned. 

L. Brezee,t biostatistician in the 
Bureau of Cancer Control, has retired after 
nearly 16 years with the New York State 


* Fellow. 
+ Member. 
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Department of Health. She plans to estab- 
lish residence in California. 

Maset Burton is the new mental health con- 
sultant, Indiana State Board of Health, with 
headquarters at Indianapolis. 

C. T. Burrerrtecp,t for the past 3 years chief 
of the Research and Development Branch 
of the Public Health Service’s Environ- 
mental Health Branch in Cincinnati, and 
for many years its chief bacteriologist, re- 
cently retired after 36 years cf work in 
sanitary bacteriology with the service. 

Epwin Cameron, M.D., M.P.H.,* chief of the 
Division of Local Health Administration, 
Connecticut State Health Department, has 
resigned to become visiting professor of 
public health at the Syrian University in 
Damascus, under the sponsorship of the 
U.S. Department of State. 

Marcaret F. Carrow’, assistant executive 
secretary of the American Nurses’ Associa- 
tion, has been appointed its staff associate 
to the Commission on Chronic Illness. 

B. S. Crarx, Sc.D., formerly American Can 
Company’s director of research, has re- 
cently been appointed scientific director of 
Canco’s newly established Research and 
Technical Service Department. R. W. 
M.D.,+ former associate director 
of research, has been appointed director of 
the Research Division, one of four divisions. 
of the new department. 

Dotores CoLeswortuy, assistant executive 
secretary in charge of the public relations 
program for the Minnesota Nurses’ Asso- 
ciation, has been elected by the board as the 
new public relations chairman. 

Rosert Davis, D.DS., formerly in private 
practice in Mississippi, is now dental director 
of the Pinellas County Health Department, 
Florida. 

Lr. Cor. Epwarp J. Denne, M.C., USA,* 
former chief of preventive medicine, Head- 
quarters Third Army (Atlanta, Ga.), now 
holds the same position in the U.S. Army, 
Caribbean. 

Kay K. Epwarps, M.D., in addition to her 
work as school physician for a number of 
the Baltimore city schools, has been made 
assistant director of the Bureau of Child Hy- 
giene, Baltimore Health Department. 

Martua M. Exsor, M.D.,* chief, U.S. Chil- 
dren’s Bureau, Washington, and former 
President of the American Public Health 
Association, received an Award for Eminent 
Achievement from the American Woman's 
Association in New York at a meeting on 
December 9, 1951. 

Atan Foorp, M.D.,+ a faculty member of the 
Johns Hopkins School of Hygiene and Pub- 
lic Health, in the Department of Maternal 
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and Child Hygiene, has been appointed chief 

of the newly created Division of School 

Health in the Bureau of Child Hygiene, 

Baltimore Health Department. School 

health was formerly administered through a 

separate bureau. 

H. B. Foore,* director of sanitary engineering, 
Montana State Board of Health, has re- 
tired after 34 years of service in the state. 

Max J. Fucus, D.DS., M.P.H.,t has been 
awarded the Goldwater Fellowship in Hos- 
pital Administration at the Mount Sinai 
Hespital of New York for the year 1951. 

Betty Gaxorner, formerly with the Florida 
State Board of Health, has been made health 
educator, Pinellas County Health Depart- 
ment, Florida. 

Franz GoromAnn, M.D.,* associate professor 
of medical care, Harvard School of Public 
Health, under a coéperative arrangement 
has also been appointed lecturer on medical 
care in the Department of Preventive Medi- 
cine, Bo.ton University School of Medicine. 

Murray Grant, M.D., formerly assistant 
health officer of Baltimore County, Mary- 
land, has been appointed commissioner 
of health, Cattaraugus County, New 
York. 

Stantey E. Hammonp, formerly with the 
General Electric Company in Richland, 
Wash., is now chemist, Industrial Hygiene 
Section, Colorado State Department of 
Health. 

CuHartes H. Hensnaw, D.DS., since 1924 
supervisor of the Bureau of Dental Hygiene 
in the Des Moines school system, has been 
appointed director of the Division of Dental 
Hygiene of the Iowa State Department of 
Health, succeeding E. Horrman, 
D.DS.,+ now in a similar position with the 
Washington State Department of Health. 

Henetretta M.D., M.P.H.,* 
who has been serving with the Illinois State 

Department of Health and as deputy di- 
rector of the Illinois Civil Defense Agency, 
has resigned to join the faculty of the Uni- 
versity of Chicago as assistant professor of 
preventive medicine. 

James M. Hersuey, M.D.,+ formerly assistant 
minister and director of regional services of 
the Department of Public Health of Sas- 
katchewan, Canada, has been named medical 
defense hospital consultant, New York 
State Department of Health. 

Lewis H. Howarp, M.D., M.P.H.,+ director, 

Tucson and Pima County Health Depart- 

ment, represented the American Public 


Health Association at the inauguration of 
Ricuarp Anperson Harvitt as president of 
the University of Arizona, Tucson, on No- 
vember 16, 1951. 
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Jui Hurst, formerly director of Counsel- 
ling Service, United Hospital Fund of New 
York, is now medical social consultant, Na- 
tional Society for the Prevention of Blind- 
ness. 

Ciypa M. Jounson, R.N.,t is now maternal 
and child health nursing consultant, Public 
Health Nursing Section, Colorado State 
Health Department, after a similar service 
in the local health departments of Weld and 
Mesa Counties. 

M. Jonnson, R.N., former superintendent 
of nurses, Yuma (Cole.) Hospital, has suc- 
ceeded Jeane Hecker, resigned, as field 
representative, Hospital Facilities Section, 
Colorado State Department of Health. 

Warren T. Kuxcssury,t former director of 
Region Five, with headquarters at Little 
Rock, Ark., has been appointed assistant 
director of chapters of the National Foun- 
dation for Infantile Paralysis. Cartes L. 
Massey, Jr., has succeeded him in Little 
Rock. 

Paut E. Kropstec, Pa.D., Sc.D., on leave as 
professor of applied science and director of 
research at Northwestern Institute of Tech- 
nology, has been appointed assistant di- 
rector of the National Science Foundation 
for the Division of Physical, Mathematical 
and Engineering Sciences—largest in scope 
of the Foundation’s four science divisions. 

Orpua M. LaCrorx, R.N.,* formerly tuber- 
culosis nurse consultant, North Dakota 
State Health Department, now holds the 
same position in the Minnesota State Health 
Department. 

Raymonp L. Larko, Sc.D., associate professor 
of preventive medicine, University of Ten- 
nessee College of Medicine, Memphis, has 
become chief consultant on malaria control 
for the Economic Coéperation Administra- 
tion in Burma, where he will aid in formu- 
lating a malaria coutrol program and will 
help to develop medical programs in pre- 
ventive medicine in the medical schools of 
the area. 

Lamperty, for the past year staff 
nurse! in the Seattle-King County Health 
Department, has become hospital nursing 
consultant, Washington State Health De- 
partment. 

Katuieen M. Leany,* on sabbatical leave 
from the University of Washington, and 
chairman of the American Nurses’ Associa- 
tion Public Relations Committee, has re- 
signed to accept a special seven month 
assignment with WHO in Geneva, Switzer- 
land. 

Joseru Avcustin LePrince, sanitary engineer 
best known for his work with Dr. William 
Crawford Gorgas in virtually freeing the 
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Canal Zone of mosquitoes and thus making 
possible the building of the Panama Canal, 
was recently presented the first National 
Malaria Society Joseph Augustin LePrince 
Award, established in his honor to recognize 
“Outstanding Accomplishment in Malaria 
Control.” 

Gerorce V. LeRoy, M.D., since 1947 director 
and organizer of the Radioisotope Unit at 
the Veterans Administration Hospital at 
Hines, IIl., has been appointed associate dean 
of Chicago University’s Medical and Bio- 
logical Division. He will also be associate 
professor of medicine. He succeeds ARTHUR 
C. Bacumeyer, M.D.,+ retired. 

Epitn E. Lorp, M.D., who became Arizona’s 
first director of mental health in the state 
health department two years ago, has re- 
signed to become director in charge of the 
program for Veterans Administration doc- 
toral degree candidates in clinical psychology 
at New York and Columbia Universities. 

Epcar E. Martmer, M.D., chief, Pediatric 
Division, Harper Hospital, Detroit, was 
awarded the first Clifford G. Grulee Gold 
Medal for outstanding service in behalf of 
the American Academy of Pediatrics at its 
recent meeting in Toronto. The medal 
honors Cirrrorp G. M.D., founder 
and executive secretary of the academy and 
now its honorary president. 

Lester A. Mets, M.P.H.,+ formerly supervisor 
of sanitation for the Continental Baking 
Company, Los Angeles, Calif., is now ship- 
yard sanitarian and area milk sanitation 
officer, Norfolk Shipyard, Portsmouth, Va. 

Rr. Hon. Lorp Moran, M.C., M.D., F.R.CP., 
has accepted the office of president of 
the Health Congress of the Royal Sani- 
tary Institute, which is to take place at 
Margate from the 22nd to the 25th of April, 
1952. 

Frepertck D. Mort, M.D., C.M.,* has re- 
signed from the positions of deputy minister 
of public health and chairman, Health Serv- 
ices Planning Commission, Government of 
Saskatchewan, to become medical adminis- 
trator of the recently organized Memorial 
Hospital Associations of Virginia, West 
Virginia, and Kentucky and senior medical 
consultant to the United Mine Workers of 
America Welfare and Retirement Fund. 

Josern W. Mountry, M._D.,* assistant surgeon 
general and associate chief, Bureau of State 
Services, Public Health Service, Washington, 
D.C. has been appointed chief of the 
bureau, succeeding CHartes L. 
M.LD.,* retired. 


* Fellow. 
+ Member. 
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Joun Neworop, M.D.,* formerly assistant to 
the executive medical officer, United Mine 
Workers of America Welfare and Retire- 
ment Fund, has been appointed deputy 
medical administrator of the recently organ- 
ized Memorial Hospital Associations of 
Virginia, West Virginia, and Kentucky. 

Georce H. Ormrop, assistant head of public 
health statistics in the Iowa State Health 
Department for nearly 5 years, has been 
appointed head of the Public Health Sta- 
tistics Section of the Washington State 
Health Department, succeeding Irviw R. 
VaucHn.* 

Leon A. Pequecnat, M.D., D.P.H.,+ has been 
appointed medical officer of health of 
Toronto, Ontario, succeeding Gorpon Jacx- 
son, M.D., D.P.H.,+ deceased. 

F. Burns Rots, M.D., formerly director of 
hospital administration and standards in 
the Saskatchewan Department of Public 
Health, has been named to succeed Frep- 
erick D. Mott, M.D., C.M.,* as deputy 
minister of public health. 

Henry C. Sanpter, D.DS.,* assistant di- 
rector of the Bureau of Dentistry of the 
New York City Department of Health, has 
resigned to become chief of the Dental 
Service, Brooklyn Veterans Administration 
Hospital. 

Frep E. Samira, for the past 23 years a chemist 
for the Cambridge (Mass.) Water Depart- 
ment, has recently been appointed the first 
sanitary engineer in the Cambridg: Health 


Sera Smoot, M.D.,* formerly Utah state di- 
rector of local health services, has been 
named medical examiner for United Air 
Lines at San Francisco. 

Georce A. Spenptove, M.D.,+ was recently 
appointed health commissioner for Utah 
after serving a year as acting commissioner, 
on loan from the U. S. Public Health Serv- 
ice. 

Heren Srarr,t for the past 2 years health 
coérdinator for the Minneapolis public 
schools, is now associate professor of health 
and physical education at the University of 
California in Los Angeles. 

June Stem, who has just completed graduate 
work at Western Reserve University, is now 
nutrition consultant, Maternal and Child 
Health and Crippled Children’s Section, 
Washington State Health Department. 

James R. Srrary, M.D., has been assigned to 
the Maryland Siate Department of Health 
by the U. S. Public Health Service as field 
epidemiologist, Office of the Deputy Di- 
rector. 

Marron F. Trice,* formerly chief industrial 
hygiene engineer, Tennessee Department of 
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Public Health, is now on the staff of the 
Institute of Inter-American Affairs, assigned 
to Colombia to organize an industrial hy- 
giene program in the Ministry of Health, 
with headquarters in Bogota. 

R. Van Nartran, formerly laboratory 
technician, Denver Health Department, has 
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CONFERENCES AND DATES 


American Public Health Association. 


Headquarters, Public Auditorium, 
Cleveland, Ohio. Oct. 20-24. 


Coming in January, February, March and 
April: 
Academy of Political Science. Hotel Astor, 


been made food and drug chemist, Labora- 
tory Section, Colorado State Department 
of Health. 

E. Burrorp Weeks, D.T.M., D.P.H.,t is now 
in Burma, where he has been appointed 
senior adviser of the WHO Malaria Control 
Demonstration Project for the Northern 
Shan States, with headquarters in Lashio, 
Burma. 

Marcaret Wittnorr, R.N., a public health 
service officer, is in Beirut, attached to the 
American University, the first nurse assigned 
to Lebanon under the Point IV Program. 

Rosert D. Wricnt, M.D., M.P.H.,t of the 
Public Health Service, has been appointed 
professor and chairman, Department of 
Social and Environmental Medicine, Uni- 
versity of Virginia. 

Ben F. Wyman, Jr., M.D., formerly with the 
U. S. Public Health Service, has been 
appointed assistant director of the Pinellas 
County Health Department, Florida. 

Rosert L. Zoset, M.D.,* medical director and 
chief of the Office of Medical Programs, 
Region X of the U. S. Public Health Serv- 
ice, San Francisco, has transferred to the 
division of International Health in Wash- 
ington, D. C. 


DEATHS 

Harry H. M.D., M.P.H.,t director, 
Industrial Hygiene Service, Tennessee De- 
partment of Public Health from 1944 to 
1951, on September 8, 1951, at the age of 
41 (Health Officers Section). 

Gorpen Park Jackson, M.B., D.P.H.t med- 
ical officer of health for the City of Toronto 
for 22 years, on August 14, 1951 (Health 
Officers Section). 

Wut Kerrn Kettoce, of Battle Creek, Mich. 
founder of the W. K. Kellogg Foundation, 
on October 6, 1951, at the age of 91. 

Witsur A. Sawver, M.D.,* medical scientist 
who developed the first successful vaccine 
against yellow fever in 1930 while head of 
the Rockefeller Foundation Yellow Fever 
Laboratory in New York, on November 12, 
1951, at the age of 72 (Laboratory Section). 

Joun M. Storm, 52, editor and business man- 

ager of Hospitals, journal o* the American 

Hospital Association, and Trustee magazine, 

on November 4, 1951, in Chicago. 


New York, N. Y. Apr. 24. 

American Academy of General Practice. 
Atlantic City, N. J. Mar. 24-27. 

American Association of Schools of Social 
Work. Hotel Roosevelt, New York, N. Y. 
Jan. 30-Feb. 2. 

American Congress on Obstetrics and Gyne- 
cology. Netherland Plaza Hotel, Cincin- 
nati, Ohio. Mar. 31-—Apr. 4. 

American Heart Association. Hotel Statler, 
Cleveland, Ohio. Apr. ‘17-20. 

American Social Hygiene Association. New 
York, N. Y. Feb. 6. 

American Society of Heating and Ventilat- 
ing Engineers. Statler and Jefferson 
Hotels, St. Louis, Mo. Jan. 28-30. 

American Society for Public Administration. 
Hotel Statler, Washington, D. C. Mar. 
7-9. 

Annual Congress on Industrial Health. 
William Penn Hotel, Pittsburgh, Pa. 
Jan. 18-19. 

Child Study Association of America. Hotel 
Statler, New York, N. Y. Mar. 3. 
Illinois Public Health Association. Leland 

Hotel, Springfield. Apr. 10-11. 

Latin American Congress of Physical Medi- 
cine. Panama City, R. P. Feb. 24-29. 

Middle States Public Health Association 
with Wisconsin Public Health Association. 
Hotel Schroeder, Milwaukee, Wis. Apr. 
7-9. 

National Health Council. Hotel Roosevelt, 
New York, N. ¥Y. Mar. 14-15. 

National Society for the Prevention of 
Blindness. Hotel Scheniey, Pittsburgh, 
Pa. Mar. 19-21. 

Pan American Congress on Ophthalmology. 
Mexico City, Mexico. Jan 6~12. 

SCAA State Committee on Tuberculosis 
and Public Health. Hotel Statler, New 
York, N. Y. Apr. 21-23. 

Southern Branch, A.P.H.A. Lord Balti- 


more Hotel, Baltimore, Md. Apr. 17-19. 


Texas Public Health Association. Galveston. 
Feb. 17--20 

U. S. National Commission for UNESCO. 
Hunter College, New York, N. Y. Jan. 
27-31. 

Wisconsin Public Health Association with 
Middle States Public Health Association. 


Hotel Schroeder, Milwaukee, Wis. Apr. 


7-9. 
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Directory of Health Service 


BARKER & WHEELER 
Engineers 


Water Supply, Sanitary Investigati ge, 
Power Systems, Treatment, and 
Rates, Reports, Design, Supervision of Construction. 


36 State Street I) Park Plece 
Albany 7, N. Y. New York City 7 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 
Reports, Design, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


4706 Broadway, Kansas City 2, Mo. 


THE DICKMAN LABORATORIES 
Albert Dickman, Ph.D., Director 
BLOOD TYPING 
SEROLOGY 
ROUTINE CLINICAL ANALYSES 


1415 W. Erie Avenue Philadelphia 40, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personne! Administration Service in the 
Field of Public Health 
Available to State a tes Health Departments 

Merit Systems 
American Public Health Association, Ine. 
1790 Broadway, New York 19, N. Y. 


Field Consultation 


READY 


10 HELP YOU 
STOP CONTAGION 


LUAVE CUPS 


Publications of the A.P.H.A. 


American Journal of Public Health and the Na- 

tion’s Health. Single copies...............+ $1.00 
A. P. H. A. Year Book 1950-1951............ $1.50 
An Appraisal Method for Measuring the Quality 

of Housing: A Yardstick for Health Officers, 

Housing Officials and Planners: 

a - I. Nature and Uses of the Method. 1945. 


1 pp 
Part Il. Appraisal of Dwelling Conditions. 
Director's Manual; Field Procedures; 
Part III Aggrsient of Neighborhood Environ- 


Basic Principles of Hoatkbai Housing. 2nd ed. 
nerd 1950. Report of the Committee on 

Hygiene of Housing. 34 pp............. 50 


PP. 
Conmmh of Communicable Diseases in Man, 7th 
Diagnostic Procedures and Reagents. Technics 
for the Laboratory Diagnosis and Control of 


the Communicable Diseases. 3rd ed., 1950. 

Diagnostic Procedures for Virus and Rickettsial 

$4.00 


Evaluation Schedule. For use in the study and 
appraisal of community health programs. 1947 40 
General Medical Care Programs in Local Health 


Departments. Milton Terris and Nathan Kra- 

Glossary Water and Sewage Control Engineer- 

ing. 1949. 274 pp. Paper cover.......... $1.00 


Health Practice Indices 1947-1948. A collection 
of charts showing the range of accomplish- 
ments in various fields of community health 


Methods for Determining Lead in Air and in 

Biological Materials. 1944. 41 pp......... 50 
Occupational Lead Exposure and Lead Poisoning. 


Panum on Measles. By P. L. Panum (Transla- 
tion from the Danish). Delta Omega ed., 1940. 


35 Year Index of the American Journal of 


ALWAYS 


Public Health. Years 1911 to 1945. 340 pp. 
Buckram Ed. $7.00. Paper Ed............. $3.75 
Proceedings of the National Conference on Local 
Health Units. Ann Arbor. “os to 
A.J.P.H., Jan. 1947. 160 pp. over2d.... $1.00 
Proceedirgs of the Princeton penn on 
Local Health Units, Se -50 
Proposed Sanitary Code. ‘art III of a Study * 
Sanitation Services. $2.50 
Public Health Career Pamphlets: 
Public Health—A Career with A Future. Re- 
vised edition 1949. 15 


Industrial Hygiene 1949 
The Engineer and Sanitarian 1949 { 
Statistician 1950 

Selected Papers of Haven 1949. 


[1-5 copies free; 


| 6-99 copies ea. 10¢ 


Standard Methods for the Examination of Dairy 

Products. 9th ed., 1948. 373 pp........+«+ $4.00 

Laboratory Outline of Chapter II, 15 pp.. 35 


Microbiological Methods for Milk and 
Photographic Sediment Chart, 1948 ed....... $1. 
Standards for Healthful Housing; A.P.HLA. 
Committee on the Hygiene of Housing 
Planning the Neighborhood. $2 


Part IIT. Conntination and Equipment of the 
8953. FB $2. 
The set, handsomely boxed...............- $7. 
Standard Methods for the Examination of Water 
and Sewage. 
Swimming Pools and Other Public Bathing 
Places. Recemmended Practice for Design 
Equipment and Operation of, 1949. 56 pp... 
The “Shattuck Report”. Report of the Sanitary 
Commission of Massachusetts: 1850. 321 pp... $4. 
What's the Scor.? Committee on Administrative 
Practice, A.P.H.A. 1950. 52 pp....-..+-++ 


Order from the Book Service — Advance Payment is Requested 
AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway at 58th ‘Street 


New York 19. N.Y. 


75 


50 


50 
50 


so 
50 


9th ed. 286 pp......... $4.00 


50 
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SO EFFECTIVE! 


Pyrethrins for quick knock- 
Rote- 


mene® for paralytic kill. 


$0 ECONOMICAL! 


Simple, time saving appli- 
cation. 


..With comparative LOW TOXICITY! 


Harmless* to humans and warm bleoded animals. 
Will net taint or in feed preducts or 
with 


Film Strips. [April, 1950.] 4 pp. 


[May Year Book 1950.] 


12 pp. 
Health Education and Public Relati Symp 


RELIABLE ADVERTISEMENTS 


VITAMIN FOOD CO., 


Reprints from the American Journal of Public Health 


Bibliogra: ar of Public Health Motion Pictures and 
t 1Se. 
Chemicals Introduced in T. Production of Poste 


Desirable Minimum Functions and Organization rong 
ciples for Health Activities. An official Declaration 
of the American Public Health Association. at 


Im nt 
Law. [Nov., 1942.] 16 pp. 


27 pp. 


Health Association. [1950.] 8 pp. 
Medical Care in a National Health Program. 


Association Adopted October 4, 1944. 
1944.) 6 pp. 


1790 Broadway at 58th Street 


(March, 1950.] 12 pp. 25e. 
How to Find What Health Education Materials You're 
Looking For. [August. 1944.] Revised 1948. 4 pp. 10c. 
of Local Housing Regulation Under Pm 

Lemuel Shattuck—Still a Prophet. ([February, 
Se. 


The Local Health Department—Services and Responsi- 
bilities. An official statement of the American Public 
10c. 


Official Statement of the American Public Health 
Jecember 


Order from the Book Service — Advance Payment is Requested 
AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 


XXVIII 


“UNUSUAL FOOD” 


“The possibilities of yeast as 
human food deserves more 
technological attention. Two 
major defects in many modern 
diets are relatively small provi- 
sion of certain vitamins of the 
B complex and insufficiency of 
biologically superior protein. 
Both deficiencies could be lim- 
ited by using yeast as food." * 


VITA- FOOD, genuine brew- 
ers’ yeast, supplies nearly 50% 
of nutritionally complete pro- 
tein plus the entire vitamin B 
complex factors. 

Wilder & Keys, “Handbook of Nutri 


" AMLA. 1943, Chapter 
“Unusual Foods. 


INC. 


Newark 4, N. J. 


icrobiological Methods for Frozen Dessert Enqvoflionte. 
Meise) 28 pp. each. 
oO unities of the Industrial Hygi Section. 5. 
Winslow. [November, 19507 8 
Present Status of the Control of 
{Jenuary, 1947.) R of the Subcommittee for the 
valuation of Met and Control of Air-Borne In- 
fections. 10 pp. 25c. 
Principles for Consideration in Judging the Probable 
Effectiveness of Federal Legislation Designed to 
Improve the Health of Children of School 
(April, 1948.] 4 pp. 10¢ each. 
Quality of Medical Care in a National Health Program. 
A Statement by the Subcommittee on Medical Care. 
Dean A. Clark, Chairman. [July, 1949.] 28 
10¢ each, 100 copies 37°80 
Recent Observations of the British National —— 
Service. [May, 1949.] 6 pp 
Recommended Practices for the C ontrol of Siuisiesanee 
{September, 1949.] 4 pp. 
Sources of Supplementary iste for Health In- 
struction. [November, 1949.] 12 pp. 25Se. 


Ventilation and Atmospheric Bahn E. R. Hay- 
hurst, Chairman. (July, 1943.) 7 pp. Uncovered 15c, 


New York 19, N. Y. 
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“ «ally Scaling alopecia 
should be considered 


TINEA CAPITIS — 
until proved otherwise” «1 


This oo statement appeared in The 
Manual of Clinical Mycology (1), prepared 
under the auspices of The National Re- 
search Council. 

In Medicine of the Year, Livingood states 
“In the treatment of Tinea Capitis due to 
M. Audouini the resistant scalp 
fungous infection ... SALUNDEK, .. . is 
one of the best preparations now available.” 
Even with clinic patients m4 cures in 8 to 
14 weeks have been reported 


OINTMENT SALUNDEK 


Brand of ZINCUNDESAL 


combines two highly effective antim 
Undecylenic Acid and 
former being growth inhibiting 
9.003% and the latter at 0.0004%). This 
combinetion has shown a therapeutic ef- 
fectiveness superior to what could be 
expected from the activity of these ingredi- 
ents when used alone. Through the use of a 
specially devised ointment base, penetra- 
tion into the hair follicle is enhanced, 
The important advantage of SALUNDEK 
is that it is well tolerated—in spite of its 
large amounts of active ingredients. 
Composition: Undecylenie Acid (in part 
as the zine salt) 22% 
Salicylanilide 5% 
In a carbowax base containing 
an effective penetrant. 


at all pharmacies 
Tubes of loz. Jars of 1 Ib. 
Samples and literature sent on request 


Wal 


Pharmaceutical Division 
WALLACE & TIERNAN 


PRODUCTS, INC. 
Belleville 9, N. J., U.S.A. 


CELLU CANNED VEGETABLES 


Seasoning 
aaa we wad to the diets of your 


sodium diets. CELLU Canned 
are packed without added salt or 
18 varieties available, with food values on 
the labels. Also many popular 


juices and pureee 
SEND FOR FREE CATALOG 
PURPOSEFULLY PREPARED 


CEU 


SUPPLY HOUSE Inc 


12.4 


"A Diversey D-Man 
showed me 


JUST HOW SIMPLE, EASY, ECONOM- 
ICAL GENERAL CLEANING REALLY 
CAN BE" 


"Yes, I've tried them all, and experience taught me 
that you just can't beat Diversey general geen for 
real oe ease, speed, efficiency, and 
When the Diversey D-Man first devel me the “mang 
difference between Diversey cleaners and the cloa 
was then using, | could hardly believe my eyes! | on 
thought that the lowest price cleaner was the most eco- 
nomical to use, but the Diversey D-Man proved how 
impractical that is! | use Diversey cleaners 
exclusively now and | am getting better cleaning 
. and saving money, too!" 


WRITE FOR COMPLETE TECHNICAL INFORMATION 


DIVERSEY DIVOLUXE, D-LUXE, DIFLEX 
Clean Completely and at Low Cost 


Diversey 


THE DIVERSEY CORPORATION 
1820 ROSCOE STREET + CHICAGO 13, ILLINOIS 


in Canoga: The Diverssy Corporation (Canada) Ltd. 
Lakeshore Road, Port Credit, Ontario. 
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RELIABLE ADVERTISEMENTS 


Save time...labor... 


Feed Purina 
Laboratory Chow 


Busy . . . then simplify your animal care with 
Purina Laboratory Chow. No mixing, no guess- 
work . .. one feed meets the nutritional require- 
ments of most laboratory animals. You will find 
it’s clean and easy to feed in its convenient 
Checker form. 

Tested by scientists for scientists, Purina Lab- 
oratory Chow provides an unchanging diet for 
laboratory animals. 

There’s a Purina Dealer near you. See him today 
for fresh Purina Laboratory Chow, or write our 


Laboratory Chow Department for information. vy, CHOW FF 
RALSTON PURINA COMPANY, St. Lovie 2, Missout 


APPLICATION FOR MEMBERSIIIP 


(city or towa) 
EDUCATION (give schools, dates and degrees; if no degrees received, say “none”) 


PROFESSIONAL SOCIETIES 


(part or full time) 


Remarks to describe character of work if not indicated by title...............ccccccesesees 


AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 
1790 Broadway at 58th Street New York 19, N. Y. 
Please complete application on reverse side 


When writing to Advertisers, say you saw it in the Jourwat 
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EXPERIENCE (show recent positions, giving titles, names of organizations and years of tenure) | wr . 
(title of position) 
(name of organisation) (date employed) 


AMERICAN JOURNAL OF PUBLIC HEALTH 


A.P.H.A. AFFILIATED SOCIETIES AND BRANCHES 
SOCIETY AND SECRETARY 


Apizona Pustic Heattrn Association, Dora K. Robinson, Health Dept., 341 W. Washington St., Phoenix 
Cotorapo Pusiic Heattn Association, Graydon Dorsch, 634 Commonwealth Bldg., Denver 
Conwecricut Pustic Hearts Association, Harry Auerbach, 310 Cedar St.. New Haven 

Cusan Pustic Hearts Socrery, Dr. Raphael Calvo San Rafael 1170, Havana 

Pustic Heattu Association, Fred B. Ragland, O. Box 210, Jacksonvill e 

Geoncta Pustic Hearts Association, S. Buchanan, } Department of Health, Atlanta 

ipamo Pustic Hears Association, A. W. Klotz, State Department of Health, Boise 

Pusirc Association, Ben D. Kiningham, Jr., 730 South Sixth St. 

lowa Pustic Hearts Association, L. E. Chancellor, State Department of Health, Des M 

Kansas Pustic Heattrn Association, Evelyn Ford, State of Health, Topeka 

Massacuusetts Pusiic Heatte Association, Mrs. Elizabeth K. Caso, 695 Ave., Boston 
Micaican Fustic Hearts Association, La Rue State eaith, Lansing 
Minngsota Pustic Heatta Conrerence, D. S. Fleming, M.D., State Dept. “a Health, University 


Campus, Minneapolis 
Division of Jefferson City 


Missovai Pusiic Hearts Association, Albert 

New Mexico Pustic Hearts Association, Mary 711, 

New York Srare Pustic Association, Mary Karpiak, City Health .. Rochester 

Norra Pustic Association, Mrs. Louise Y. W orkman, C Health Dept., Charlotte 

Norra Daxora Pusiic Heatta ASsociATION, Eva Dockter, State Dept. of Health, Bismarck 

— Catirornta Pustic Association, Christine MacKenzie, Rm. 751, 760 Market St., 

in rancisco 

Oxnto Pustic Heatta Association, Mrs. Betty Richards, Rm. 313 City Hall, Columbus 

Oxtanoma Pustic Heatte Association, Marjorie Butler, State Dept. of Health, Oklahoma City 

Pennsytvania Pustic Heattm Association, Mary Arnold, City Health Dept., Pittsburgh 

Pustic Association og New Yorx Crry, Charles A. Freck, 159-29 90th Ave., Jamaica, N. Y. 

Puerto Rico Pustic Hearts Association, Ixia Sifontes, Box 7155, Santurce 

Sournm Carotiwa Pustic Hearts Association, Carrie B. Du Priest, State Board of Health, Columbia 

Sours Dakota Pustic Association, -— 

Sournern Catirornta Pustic ASSOCIATION, “Herbert Cowper, M.D., 116 Temple St., Los 
Angeles 

Tenxwessezr Pustic Heattu Association, Monroe F. Brown, M.D., State Department of Health, 420 
Sixth Ave., N. Nashville 

Texas Pustic Assoctation, Earle W. Sudderth, Dallas Co., 

Uras Pustic Hearts Association, William R. Manning, Bid, it Lake City 

Wasaincton State Pusiic Association, Elizabet 2324 Pacific Ave., Tacoma 

Wesr Viracinta Pustic Association, Annette Ki State Department of Heaith, 

Seurmern Brancu, A.P.H.A., Harold C. Taylor, 50 Sevent St., N. E., Atlanta, 

Western Brancn, A.P.H.A., Harold F. Gray, Univ. of California, Berkeley, Calif. 


(Continued from previous page) 
SECTION IN WHICH MEMBERSHIP IS DESIRED (choose only one) 
0 Health Officers [) Engineering (0 Maternal and Child Health [) Epidemiology 


(0 Laboratory (0 Industrial Hygiene () Public Health Education 
C0 Statistics (C0 Food and Nutrition [1] Public Health Nursing 


SPONSORS 


Nore: Sponsors must be two members and/or Fellows of the American Public Health 
Association. It is essential that your application be sponsored, but if you cannot 
obtain the signatures of two persons affliated with the Association, write their 
names and addresses in the spaces above and we will get in touch with them for you. 


A remittance for $ is enclosed. Dues will be paid by 


and a bill should be sent to that address. 
Annual membership dues are $10.00 ($10.50 Canada; $11.00 foreign countries ex- 
clusive of Latin America) and include a subscription to the American Journal of 
Public Health as well as the other services maintained by the Association. The 
membership year is the same as the calendar year. Members joining during the 
first six months of the year will receive the Journal from January onward. 
Members joining after July Ist are requested to pay $15.(~ (Canada $15.75, 
foreign $16.50) covering the latter half of the current year and the whole of the 
ensuing year, the Journa! beginning with July of the current year. 


SIGNATURE 


When writing to Advertisers, say you saw it in the Journar 


4 
4 

| 
| 
| 
t 
4 


group 
immunizing 


There’s no need to sterilize 

a needle individually after 
every injection f you use the 
VIM multiple needle holder. 
Holds 30 sterile needles. One 
rack may be sterilized while 
another is in use. No contact 
with hands necessary. 


MACGREGOR INSTRUMENT COMPANY, 


NEEDHAM 92, MASS 


RELIABLE ADVERTISEMENTS 


When writing to Advertisers, say you saw it in the Journar 


Why Over 3,500 TB 
Case-Finding Projects, © 
Annually Use ° 


POWERS . 
X-RAY. 
SERVICE, 


technicians work to the sponsor's 
schedule, with units able to take as 
many as 200 chest x-rays an hour. We 
deliver fully processed x-rays, with a 
viewer, to sponsor's roentgeno! 
@ LOWER IN COST! The large volume 
x-rays Powers handles nationally 
enables us vo cut overhead costs to a 
minimum for each individual project. 


© EFFICIENT! Our 20 years of experi- 
ence in chest x-ray survey.» from Maine 


@ FLEXIBLE! According to the s 
sor’s Powers o fers 
either the full-size rol) 
or the 70 mm phototluorographic 

—and operates either portable 
units or mobile units with generators. 


Reg. 


POWERS X-RAY PRODUCTS, INC. 


GLEN COVE, LONG NY 


reduce 
F 
| ay 
: 
j Time 
A ¥ @ POWERS SERVICE IS COMPLETE! 
Powers relieves project sponsors of all 
4" technical problems. Our experienced 
bx & 2 
ta 
= 
: 
| 
is available without o! 
: Write before you plan « TB be) 
hypodermic needles /and syringes 
| : 


Meat...Its Place in the 
Dietary Management of Nephritis 


The formerly held tenet that protein intake should be restricted for all patients with 
impaired renal function, in order to afford the kidney physiologic “rest,” is no longer 
valid.'! Except for infection and some neoplastic and traumatic disorders, the treatment 
of renal disease is nonspecific and essentially symptomatic. The clinical problem cen- 
ters largely on diet regulation, in the hope of stimulating the kidneys to improve 
impaired function, without unduly risking harm. 


Even in the presence of azotemia, a protein intake of 60 to 80 Gm. per day has not 
been found harmful to the renal patient. Low protein intake, on the other hand, 
together with urinary loss of protein may en.ourage the development of asthenia, 
anemia, hypoproteinemia, and edema.” Also pertinent to the dietary management in 
renal disease is the experimental finding that high protein diets in normal dogs promote 
higher urea clearance and greater renal blood flow than do low protein diets.* 


Except in anuria, a protein intake adequate to maintain nitrogen balance has been 
suggested.' Although as little as 30 to 40 Gm. of protein per day may suffice for this 
purpose in the fever-free patient at bed rest, few occasions arise when 1 Gm. of protein 
per day per kilogram of body weight may not be given safely. In the presence of 
significant proteinuria, unless specifically contraindicated, the dietary protein may be 
increased beyond that amount in order to counterbalance the urinary protein loss. 


Contrary to the still prevalent ancient belief among the laity, red meats are just as 
harmless to the renal patient as white meats; nor is there evidence that plant proteins 
are more beneficial in nephritis than animal proteins. As with the normal person, the 
dietary protein of the patient should be of high biologic value. 


Meat, because of its high content of biologically complete protein, may contribute 
valuably to the protein needs of the nephritic patient. The nutritional importance of 
meat, however, is not limited to its contained protein. Meat also contributes highly 
significant amounts of iron and of the vitamin B complex, including niacin, panto- 
thenic acid, pyridoxine, riboflavin, thiamine, and the newly discovered vitamin By. 
Other salient features of meat in the dietary of the patient are its high palatability, its 
stimulation of the digestive processes, its satiety value, and its easy and practically 
complete digestibility. 


G. Sue, Nutritional Needs in Illness and Disease, Handbook of Nutrition, 
American Medical Association, ed. 2, Philadelphia, The Blakiston Company, 1951, chap. 17, p. 351. 
2. Weiss, S.: Diet and Bright's Disease, Connecticut M. J. 5:496, 1941. 
3. Jolliffe, N., and Smith, H. W.: The Excretion of Urine in the Dog: II. The Urea and Creatinine 
Clearance on Cracker Meal Diet, Am. J. Physiol. 99:101, 1931. 
4. Van oe. D. D.; Rhoads, C. P., Hiller A., and Alving, A.: The Relationship of the Urea Clearance 
to the enal Blood Flow, Am. J. Physiol. 110: 387, 1934. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and iN 


Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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DROPS 


only Terramycin in liquid 
concentrate for optimal convenience 


Crystalline Terramycin Hydrochloride Oral 
Drops provide 50 mg. in each 9 drops—or 200 mg. 
per cc.—a concentration affording optiraal sim- 
plicity and convenience in dosage. 


On 


Can be taken “as is” or mixed with foods and fiuids 
These potent drops for oral administration are 
completely miscible with most foods, milk and 

fruit juices, thus permit*ing a fuither simplifica- 

tion in the therapeutic regimen. 


Pure crystalline antibiotie—well tolerated 


Terramyzin Oral Drops are prepared from pure 
crystalline material. As with other dosage forms of 
this effective broad-spectrum antibiotic, Terramy- 
cin Oral Drops are well tolerated. 


Supplied: 2.0 Gm. with 10 ce. of diluent, and 
specially calibrated dropper. 


THE ONLY ONE 
: 
is 
. 
£ 
6N.¥. 
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Bacto 
; SENSITIVITY DISKS 


Bacto-Sensitivity Disks are sterile paper disks containing known 


Bacto-Sensitivity Disks are used in determining the relative 
sensitivity of microorganisms to antibiotics. 


Bacto-Sensitivity Disks are available in three concentrations of the 
follow: 


AUREOMYCIN . CHLOROMYCETIN® 
PENICILLIN STREPTOMYCIN 


TERRAMYCIN DIHYDROSTREPTOMYCIN 


Dirco LABORATORIES 


DETROIT 1, MICHIGAN 


Leaflet No. 13i descriptive of Bacto-Sensitivity Disks 
ha available upon request 
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